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ABSTRACT
The area of eating disorders  have been in tensively  
by both the psychological and medical researchers over 
the la s t  two decades. D if feren t ia l  diagnosis of the four 
most prevalent eating disorders (anorexia nervosa, bulimia 
nervosa, compulsive overeating, and the non-binging obese) 
continues to  be a problem for both researchers and 
c l in ic ians .  Diagnosis of these d isorders has been 
complicated by the  many changes in diagnostic c r i t e r i a  for 
each of the d isorders.  One consequence of these frequent 
changes i s  tha t  there  i s  no s ingle  s e l f - re p o r t  inventory 
for d i f fe re n t i a l  diagnosis which i s  based on currently  
accepted diagnostic c r i t e r i a .  The purpose of th i s  study 
was th e  c o n s t ru c t io n  of an assessment ins t rum en t ,  the 
Eating Disorders Diagnostic Inventory (EDDI), which could 
r e l i a b l y  d i f f e re n t i a te  anorexia nervosa, bulimia nervosa, 
compulsive overeating, non—binging obese, and normals.
The EDDI was developed from a group of t e s t  items which 
included items from the Eating Attitudes Test, the Bulimia 
Test ,  and th e  Eating Questionnaire—Revised, to ta l l in g  91 
i tems. In th e  i n i t i a l  t e s t  c o n s t ru c t io n  phase of the 
study, there  were 397 sub jects .  Discriminant analysis  
iden t if ied  35 items, which formed the EDDI, which
d if fe ren t ia ted  the five diagnostic groups included in the 
study (anorexia nervosa, bulimia nervosa, compulsive 
o v e r e a t i n g ,  o b e s e ,  and n o r m a l s )  w i th  a c o r r e c t  
c la s s i f ic a t io n  ra te  of 85.5%. Factor analysis  iden t if ied  
three scales  of the EDDI: a Binge Eat sca le ,  a Drive for
Thinness sca le ,  and a Purgative Behavior sca le .
A second phase of th e  s tudy , th e  Validation Phase, 
in c lu d e d  four g ro up s :  b u l im ia  n e rv o s a ,  compulsive
overeaters, obese, and normals. There were 15 subjects  per 
group. A group of anorexics could not be obtained, so th is  
group was dropped from th e  s tudy .  Measures of temporal 
s t a b i l i t y  indicated that the EDDI had sa t i s fac to ry  t e s t  — 
r e t e s t  r e l i a b i l i t y  over a two—week p e r io d .  However, 
discriminant v a l id i ty  of the instrument was found to  
be unsat is fac tory  in tha t only 75% of the subjects  were 
c o r r e c t l y  c l a s s i f i e d  using th e  d isc r im in an t  funct ion 
established in- the f i r s t  phase. The concurrent v a l id i ty  of 
th e  th r e e  f a c to r s  of th e  EDDI was suppor ted , however. 
Discussion focused upon additional research s teps  which may 
bet ter  es tab l ish  the discriminant v a l id i ty  of the  EDDI.
The Eatino Disorders Diagnostic Inventory (EDDI); The 
Development of a New Assessment Instrument
D is o rd e rs  of e a t in g  have become a major focus of 
medical and psychological a t ten t ion  within the la s t  two 
d e c a d e s .  A norexia  nervosa and bulimia nervosa have 
i n c r e a s i n g l y  been to p ic s  of r e s e a rc h ,  lead ing  to  the  
misconception that  these are r e la t iv e ly  new disorders. The 
symptoms of anorexia, however, were f i r s t  recognized in the 
18th c e n t u r y ,  and bulimic symptoms in th e  l a t e  19th 
cen tu ry .  Anorexia was f i r s t  formally recognized as a 
s p e c i f i c  disorder with the publication of the Diagnostic 
and S t a t i s t i c a l  M anua l—I I  (A m erican  P s y c h i a t r i c  
A ssoc ia t ion ,  1954), the second diagnostic c la s s i f ic a t io n  
for psychia tric disorders.  Bulimia, or as i t  i s  currently  
ca lled ,  bulimia nervosa, was formally recognized in 1980 in 
the th i rd  edit ion  of the Diagnostic and S ta t i s t i c a l  Manual 
(DSM—I I I ,  American Psychiatric Association, 1980). With 
subsequent revis ions , the diagnostic c r i t e r i a  for 
both  have been changed, leading to  confus ion in the  
assessment and diagnosis of both. To more fu l ly  appreciate 
the changes which have occurred in the descrip t ions  of the 
d isorders , the following h is to r ic a l  perspective of anorexia
1
2nervosa and bulimia nervosa i s  presented.
Anorexia Nervosa
Anorexia nervosa* or “a nervous loss of hunger'1* was 
f i r s t  described in a case study of an 18-year old female by 
Morton in the 18th century. He refer red  to  anorexia as 
"nervous consumption" which occurred secondary to  sadness 
and anxiety (Morton* 17201. Almost two centuries  later* 
two inves t iga to rs  independently described anorexia nervosa. 
Both Lasegue (1873) and Gull (1874)* who gave the disorder 
the name i t  s t i l l  carries* both recognized the disorder as 
a s e p a r a t e  d i a g n o s t i c  e n t i t y .  Gull a l s o  noted th a t  
familial involvement was in tegra l  to  the development of the 
disorder* and so recommended that  the patient be isola ted  
from t h e  fam ily  while  t r e a t e d .  Others continued to  
sporadically  write about the disorder of anorexia nervosa 
through the following years* but i t  only came in to  i t s  
cu rren t  prominence with the writings of Bruch (196G) and 
Crisp (19G8).
E m p ir ic a l  r e s e a r c h  r e l a t e d  t o  anorexia  was made 
d i f f i c u l t  by t h e  v a r i o u s  d i a g n o s t i c  c r i t e r i a  and 
theo re t ica l  models proposed for the disorder. Bruch (1973)
3presented three  c r i t e r i a  for the diagnosis of anorexia (see 
Table 1).
TABLE 1
BRUCH'S DIAGNOSTIC CRITERIA OF ANOREXIA NERVOSA
1. Disturbance of body image.
2. Disturbances in one 's  in ternal perceptions, 
both v isce ra l ly  and a f fec t ive ly .
3. An overall sense of personal ineffectiveness 
or helplessness in one 's  world.
B ru ch 7  1973
Bruch's c r i t e r i a  can be faulted for two reasons. Most 
im por tan t ly ,  they were not opera tionally  defined, which 
made em pir ica l  v a l id a t io n  very d i f f i c u l t .  Also, the  
c r i t e r i a  did not adequately address many of the physical, 
psychological, and behavioral problems associated with most 
cases of anorexia ( e .g . ,  low body weight, fear of weight 
ga in ,  and s e l f - s t a r v a t i o n ) .  Due to  the  problems with 
Bruch's c r i t e r i a ,  most research in the early  1970's used
4the diagnostic c r i t e r i a  delineated by Feigner,
Robins, Gauze, Woodruff, Winokur, and Munoz (1972). These 
c r i t e r i a  were modified by Garfinkel and Garner (1982), and 
a r e  p r e s e n t e d  in  Tab le  2. These c r i t e r i a  were an 
improvement, but s t i l l  lacked a great deal of s p e c i f ic i ty .
TABLE 2
GARFINKEL AND GARNER REVISION OF FEIGNER, ROBINS, GAUZE,
WOODRUFF, WINOKUR, AND MUNOZf S CRITERIA OF 
ANOREXIA NERVOSA
A. No r e s t r i c t io n s  on age of onset.
B. No loss of appe t i te  i s  required; the term anorexia 
i s  ac tual ly  misleading. Weight loss of 25% or 
more of orig inal body weight i s  not s t r i c t l y  
required; i f  an individual was r e la t iv e ly  th in  at 
the onset or s t i l l  growing and lo s t  only 15—20%, i t  
should not preclude a pos i t ive  diagnosis.
C. A d is to r ted ,  implacable a t t i tu d e  towards eating, 
food, or weight tha t  overrides hunger, admonitions, 
reassurance, or th re a ts .
D. No known medical i l l n e s s  tha t  could account for the 
weight loss.
5E. No other known psychia tric  disorder with par t icu lar  
reference to  primary a f fec t iv e  disorders,  
schizophrenia, obsessive-compulsive neurosis, and 
phobias.
F. At leas t  two of the following manifestations:
(1) amenorrhea, (2) lanugo, (3) bradycardia,
(4) periods of overact iv i ty ,  (5> episodes of 
bulimia, and/or (6) vomiting (may be s e l f —induced).
Garfinkel and Garner, 1982
With the publication of the th i rd  revision of the 
Diagnostic and S ta t i s t i c a l  Manual, a new se t  of diagnostic 
c r i t e r i a  for anorexia nervosa was introduced (see Table 3).
TABLE 3
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS--------
THIRD EDITION DIAGNOSTIC CRITERIA FOR
ANOREXIA NERVOSA
A. Intense fear of becoming obese, which does not
diminish as weight loss  progresses.
B. Disturbance of body image, e . g . y claiming to
"feel fat"  even when emaciated.
C. Weight loss of at leas t  25% of original body
weight or, i f  under 18 years of age, weight 
loss  from orig inal body weight plus projected 
weight gain expected from growth charts  may 
be combined to  make the 25%.
D. Refusal to  maintain body weight over a minimal
normal weight for age and height.
E. No known physical i l l n e s s  tha t would account for
the weight loss.
American Psychiatric Association, 1980
The diagnosis was c la s s i f ie d  under "Disorders F i rs t  Evident 
in Infancy, Childhood, or Adolescence", as anorexia often 
i s  f i r s t  diagnosed in adolescence. Prior to  the DSM—II I ,  
anorexia was c la s s i f ie d  under "Special Symptoms: Feeding
D i s tu r b a n c e " .  With G a r f in k e l  and G a r n e r ' s  (1982) 
publication of the revisions of Feigner, e t a l ' s  c r i t e r i a ,  
two somewhat d i f fe ren t  c r i t e r i a  were being u t i l i z e d  in both
7the diagnosis, treatment, and research regarding anorexia. 
One very important d ifference between the two se ts  of 
of diagnostic c r i t e r i a  was the rather s tr ingent  weight loss 
requirement of 25% by DSM— I I I  and the  l e s s  s t r in g e n t  
requirement <15—20%) of Garfinkel and Garner <1982). In 
t h e  DSM-III, body image d i s t o r t i o n  was a necessary  
condition for the diagnosis of anorexia, but was not even 
mentioned by Garfinkel and Garner’s  c r i t e r i a .  Also, in the 
c r i t e r i a  espoused by Garfinkel and Garner, at  leas t  two of 
s ix  "special" symptoms were required in order to  diagnose 
anorexia, which was not the case for the DSM-III c r i t e r i a .  
Also, i t  should be noted that  bulimia <binge eating) and 
s e l f —induced vomiting were among these symptoms of 
a n o r e x i a .  Because of t h i s  c o n fu s io n  in d ia g n o s t ic  
c r i t e r i a ,  research during the 1970’s  and early  19B0rs was 
hampered. The Diagnostic and S t a t i s t i c a l  Manual—Third 
E d i t i o n - R e v i s e d  (D S M -II I—R, American P s y c h i a t r i c  
Association, 19S7), has addressed most of these problems by 
e s t a b l i s h i n g  new c r i t e r i a  for anorexia  nervosa which 
synthes ize  the c r i t e r i a  outlined both by the DSM-III and 
Garfinkel and Garner <19B2) <see Table 4). There are  four
8c r i t e r i a  which now del ineate anorexia nervosa. The f i r s t  
c r i t e r i a ,  body weight 15% below what i s  expected for age 
and height, i s  le s s  s t r ingen t  than the DSM-III (APA, 1980) 
c r i t e r i a  of a body weight 25% below what i s  expected for 
age and h e ig h t .  Also, i t  addresses  th e  ambiguity of 
Garfinkel and Garner's  (1882) weight c r i t e r i a ,  which 
s ta ted  tha t  the  pat ien t  had to  have a 15%, 20%, or 25% loss 
of o r i g in a l  body weight. Garfinkel and Garner's (1982) 
weight c r i t e r i a  was p rob lem at ic ,  as  i t  was based upon 
weight loss ,  not upon the current weight of the pat ien t .
The second diagnostic c r i t e r i a  of anorexia nervosa in 
th e  DSM—I I I —R i s  "an in te n s e  fear of gaining weight or 
becom ing  f a t ,  even  thou gh  u n d e rw e ig h t"  (American 
P sych ia tr ic  Association, 1987, p. 67). This c r i t e r i a  i s  
inc lus ive of two of the DSM—II I  c r i t e r i a ,  fear of becoming 
obese, as  well as  a r e fu sa l  to  maintain even a minimum 
normal weight for age and height .  Although Garner and 
Garf inke l  (1982) inc lude a " d i s to r t e d  a t t i t u d e  towards 
e a t in g ,  food, or weight" in th e i r  diagnostic c r i t e r i a  of 
anorexia nervosa, t h i s  c r i t e r i a  was not descr ip t ive  
of the emotion that  produces the  ch a ra c te r is t ic  drive for
9th inness tha t  typical  anorexic pa t ien ts  display. However, 
in the DSM—III-R (American Psychiatric Association, 19B7) 
c r i t e r i a ,  t h i s  "a t t i tude"  delineated in the Garfinkel and 
Garner c r i t e r i a  i s  more accurately described as an "intense 
fear
The t h i r d  DSM—III -R  c r i t e r i a  of anorexia  nervosa 
d e sc r ib e s  th e  body image d is tu rban ce  that  i s  a primary 
c h a r a c t e r i s t i c  of th e  d is o rd e r .  The DSM-III c r i t e r i a  
simply s t a t e s  tha t  there  i s  a "disturbance" of body image, 
including "feel( ing) fat even when emaciated". The DSM- 
III-R c r i t e r i a  i s  more descrip t ive  of body image problems, 
indicating that  i t  may be a disturbance of the p a t i e n t ’s 
perception of h is/her weight s ize ,  or shape. Garfinkel and 
Garner (1982) do not in c lude  body image disturbance in 
th e i r  c r i t e r i a .
The final DSM—III-R c r i t e r i a  i s  tha t of amenorrhea for 
a t  l e a s t  th r e e  consecu tive  menstrual cycles in females.
I
The DSM-III c r i t e r i a  do not inc lude amenorrhea in the 
d ia g n o s t ic  c r i t e r i a  of anorexia nervosa, and Garner and 
G a r f in k e l  (1982) inc lude i t  as  one of s ix  “s p e c ia l"  
symptoms that may be used for diagnosis. Amenorrhea often
10
i s  one physiological consequence of low body weight, and so 
q u i t e  o f ten  i s  seen in anorexics. Subsequently, i t  was 
included in the DSM-III-R c r i t e r i a .
The DSM-III-R c r i t e r i a  for anorexia nervosa was a 
needed refinement and improvement of the c r i t e r i a  espoused 
by the DSM-III (1980) and Garfinkel and Garner (1982). The 
new c r i t e r i a  a re  g e n e ra l ly  more speci f ic  than those of 
Garfinkel and Garner and the DSM-III, and are  a re f lec t ion  
of  t h e  ch a ra c  t e r  i s t  i cs desc r ibed  in th e  medical and 
psychological research which has investigated  the disorder. 
As a r e s u l t  of th e  increased  s p e c i f i c i t y  and basis  in 
r e s e a r c h ,  t h e  DSM—I I I —R c r i t e r i a  a re  f e l t  to  be an 
improvement in describing the in tegra l facets  of 
anorexia nervosa.
11
TABLE 4
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS—
THIRD EDITION—REVISED-----DIAGNOSTIC CRITERIA OF
ANDREXIA NERVOSA
A. Refusal to  maintain body weight over a minimal 
normal weight for age and height, e . g . ,  weight 
loss leading to  maintenance of body weight 15X 
below that  expected; or fa i lu re  to  make expected 
weight gain during period of growth, leading to 
body weight 15% below that  expected.
B. Intense fear of gaining weight or becoming fa t ,  
even though underweight.
C. Disturbance in the way in which one’s body weight, 
s ize ,  or shape i s  experienced, e .g . ,  the person 
claims to "feel fat" even when obviously 
underweight.
D. In females, absence of a t  leas t  three consecutive 
menstrual cycles when otherwise expected to  occur 
(primary or secondary amenorrhea). (A woman i s  
considered to  have amenorrhea i f  her periods occur 
only following hormone, e .g . ,  estrogen 
adm inistra tion).
American Psychiatric Association, 1987
Bulimia Nervosa
Bulimic symptoms were f i r s t  described in the l a t e  19th 
century, with the syndrome f i r s t  recognized in the 1940’s
12
(Herzog, 1987). Bulimic symptoms were f i r s t  associated 
w ith  medical problems, such as d ia b e te s  m e l l i tu s  and 
m a la r i a .  However, as re search  in v e s t ig a t in g  ea t in g  
d i s o rd e r s  inc reased ,  bulimic symptoms became primarily 
associated with anorexia nervosa, as was evidenced in the 
Garfinkel and Garner (1982) c r i t e r i a .
Bulimia, meaning "ox hunger", was thought to occur in 
a sub-group of anorexics tha t could not successfully  ignore 
t h e i r  hunger or des i re  for food. Periods of s tarvation 
were followed by periods where a des ire  for food was so 
forceful and compelling that  eating could not be stopped, 
which resul ted  in the consumption of very large amounts of 
food (Casper, Eckert ,  Halmi, Goldberg, & Davis, 1980). 
Also, i t  was noted t h a t  many of those  who binged also 
engaged in p u rg a t iv e  behavior a f t e r  b inging, typ ica l ly  
through vomiting, but a ls o  by u t i l i z i n g  other methods, 
including excessive exercise,  d iu re t ic s ,  and laxatives.
Some inves tigat ions  of anorexia found that  nearly one-half 
of an orex ics  had engaged in  bulimia, or became bulimic 
a f t e r  a re turn  to  normal weight (Casper, e t  a l , 1980; Hsu, 
Crisp, & Harding, 1979).
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With the increased in te re s t  in t h i s  "sub-group" of 
anorexics, i t  became evident tha t  bulimia existed  also in 
both normal—weight and obese individuals (Casper, Eckert, 
Halmi, Goldberg, & Davis, 1980; Hsu, et a l , 1979). Due to  
th e  in c re a s in g  p revalence  of the  d iso rder ,  bulimia was 
formally  recognized as a disorder separate from anorexia 
n e rv o sa  in  t h e  t h i r d  e d i t i o n  of  th e  Diagnostic  and 
S t a t i s t i c a l  Manual (American P sy c h ia t r ic  A ssoc ia t ion ,  
1980). The diagnostic c r i t e r i a  for bulimia u t i l i z e d  in the 
DSM-III are presented in Table 5.
TABLE 5
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS— 
THIRD EDITION DIAGNOSTIC CRITERIA FOR BULIMIA
A. Recurrent episodes of binge eating (rapid 
consumption of a large amount of food in a 
d isc re te  period of time, usually le s s  than 
two hours).
B. At leas t  three of the following:
(1) consumption of high—c a lo r ic , ea s i ly  
ingested food during a binge
(2) inconspicuous eating during a binge
(3) termination of such eating episodes by 
abdominal pain, sleep, social in ter rup t ion ,  
or use of c a th a r t ic s  or d iu re t i c s
(4) repeated attempts to  lose weight by severely 
r e s t r i c t i v e  d ie ts ,  self-induced vomiting, or 
use of ca th a r t ic s  or d iu re t ic s .
(5) frequent weight f luc tuations  greater  
than ten pounds due to  a l tern a t ing  binges 
and fas ts .
C. Awareness tha t  the eating pattern  i s  abnormal 
and fear of not being able to  stop eating 
voluntari ly .
D. Depressed mood and self-deprecating thought 
following eating binges.
E. The bulimic episodes are not due to  Anorexia 
Nervosa or any known physical d isorder.
American Psychiatric Association, 19B0
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Both the c r i t e r i a  and label "bulimia" used in the DSM- 
I I I  have received much c r i t ic ism  (Fairburn, 1984; Garner, 
1985; Vandereycken & Meermann, 1984). The term "bulimia" 
re fe rs  to  binge-eating, and does not adequately address the 
c o n s t e l l a t i o n  of behaviors  normally associated with the 
"binge-purge" syndrome. Also, the diagnostic c r i t e r i a  used 
in the DSM-III, i t  has been noted, only describe a pattern  
of binging and post—binge depression. I t  should be noted 
t h a t  in the DSM—I I I ,  the presence of purgative behavior, 
body image d is to r t io n ,  or overconcern with body s ize  were 
not necessary  co nd i t io n s  for th e  d iagnosis  of bulimia. 
C r i t ic s  of these c r i t e r i a  concluded that  the c r i t e r i a  
were overinclusive, describing a symptom (bulimia or binge 
ea t in g ) ,  rather than a syndrome. Also, the re la tionsh ip  
between bulimia and anorexia was unclear, with item E in 
the bulimic c r i t e r i a  s ta t ing  that  "The bulimic episodes are 
not due t o  A norex ia  Nervosa" (American P s y c h ia t r i c  
A ssoc ia t ion ,  1980, p. 69),  while the  anorexic c r i t e r i a  
in d ic a te d  th a t  both d iagnoses were a p p ro p r ia te  i f  "an 
episode of Anorexia Nervosa occurs in an individual with 
Bulimia" (American Psychiatric Association, 1980, p. 69).
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Other terms were developed to  describe the pattern  of 
binge—eating and purging. The def in i t ions  of these terms 
differed  s l ig h t ly  from that  used in the DSM—III  (American 
P sy c h ia t r i c  Association, 19B0). "Bui imarexia" (Boskind— 
Lodahl & White, 1978) and "bulimia nervosa" (Russell, 1979, 
1983) were terms used to  denote a s i m i l a r i t y  of the  
d iso rd e r  to  anorexia  nervosa. Boskind-Lodahl and White 
(1978) did not o f f e r  d e f in i t iv e  diagnostic c r i t e r i a  for 
bulimarexia, s ta t ing  only that  i t  was " . . . a  cyclical  eating 
d iso rd e r  c h a ra c te r iz e d  by binging/purging behaviors and 
abnormally low self-esteem" (p. 84). However,
Russell  was more s p e c i f i c  in h is  def in i t ion  of bulimia 
nervosa (Russell, 1979, 1983). Both h is  orig inal c r i t e r i a ,  
as well as h is  revised c r i t e r i a ,  are presented in Table 6. 
Most importantly, h is  c r i t e r i a  were quite  d i f fe re n t  from
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TABLE 6
RUSSELL'S DIAGNOSTIC CRITERIA FOR BULIMIA NERVOSA
Original C r i t e r ia  (1979)
A. The p a t ien ts  suffer from powerful and 
in t rac tab le  urges to  overeat.
B. They seek to  avoid the "fattening" e f fe c ts  
of food by inducing vomiting or abusing 
purgatives or both.
Revised C r i te r ia  (1983)
A. Preoccupations with food, i r r e s i s t i b l e  cravings 
for food and repeated episodes of overeating.
B. Devices aimed at counteracting the "fattening" 
e f f e c ts  of food.
C. A psychopathology resembling that  of c lass ica l  
anorexia nervosa.
D. A previous overt or cryptic  episode of anorexia 
nervosa.
R usselT 7- l9 7 9 7 ” l9B 3
those  outlined in the DSM—III  in tha t purgative behavior 
was delineated as a necessary condition, which i s  not the 
case  in  th e  DSM-III (American P s y c h ia t r ic  Association, 
1980). Also, R ussel l ,  in h is  modified c r i t e r i a  (1983), 
s ta ted  the rela t ionsh ip  between anorexia nervosa and
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b u l im ia  nervosa more c l e a r l y ,  noting t h a t  a previous 
episode of anorexia was necessary for the diagnosis of 
bulimia nervosa. R usse l l 's  c r i t e r i a  appeared to  describe a 
more w e l l - d e f i n e d  p s y c h o p a th o io g ic a l  syndrome than 
described in the DSM-III (American Psychiatric Association, 
1 9 8 0 ) .  As n o t e d  by F a i r b u r n  and Garner (1986),  
" . . .a l though  i t  i s  possib le in theory for people to  f u l f i l l  
R u s s e l l ' s  c r i t e r i a  and not those of DSM—I I I ,  in pract ice  
th i s  ra re ly  occurs" (p. 408).
With the publication of the revision of the DSM—III  
(American P sy c h ia t r ic  A ssoc ia t ion ,  1987), many of the  
c r i t ic ism s  of the DSM-III were addressed, primarily through 
th e  use of R u sse l l ' s  c r i t e r i a .  The c r i t e r i a ,  which are 
summarized in Table 7, a re  much more speci f ic ,  and the 
presence of both purgative behavior and body s ize  concerns 
were now necessary for the diagnosis. Also, the disorder 
was renamed "bulimia nervosa", im pl ic i t ly  acknowledging a 
re la t ionsh ip  with anorexia nervosa. However, a h is tory  of 
anorexia  or an anorexic episode was not required by the 
DSM-III-R for a diagnosis of bulimia nervosa.
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TABLE 7
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS—
THIRD EDITION—REVISED-----DIAGNOSTIC CRITERIA FOR
BULIMIA NERVOSA
A. Recurrent episodes of binge eating (rapid 
consumption of a large amount of food in a 
d isc re te  period of time).
B. A feeling of lack of control over eating 
behavior during the eating binges.
C. The person regularly  engages in e i ther  s e l f — 
induced vomiting, use of laxa tives  or d iu re t ic s ,  
s t r i c t  d ie ting  or fas ting ,  or vigorous exercise 
in order to  prevent weight gain.
D. A minimum average of two binge eating episodes 
a week for a t  leas t  three  months.
E. Pers is ten t  overconcern with body shape and weight.
American Psychiatric Association, 1987
Conipul s i  ve Over eat er s
In the DSM—III  CAPA, 1980) c r i t e r i a  of bulimia, binge 
ea te rs  were included in the  diagnosis of bulimia. However, 
with the more s tr ingent  diagnostic c r i t e r i a  of the DSM-III- 
R (APA, 1987), bulimia nervosa no longer included those who
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binged but did not purge. Schlundt and Johnson (in press) 
have suggested a term to  describe th i s  population, termed 
compulsive o ve re a te rs .  Table 8 presents a proposal for 
d ia g n o s t ic  c r i t e r i a  of t h i s  group (Williamson, e t  a l r 
1990). E ssen tia l ly ,  these c r i t e r i a  are based on the DSM- 
I I I  c r i t e r i a  of bulimia. The c r i t e r i a  describe a 
pattern  of uncontrollable periods of binge ea ting, without 
the purgative or s tarvat ion  behaviors used by bulimics and 
anorexics for weight control.
T y p ica l ly ,  a compulsive o verea te r  i s  moderately to 
sev e re ly  obese. Females make up the  m ajor i ty  of th i s  
group. According to  the proposed c r i t e r i a  for compulsive 
overeating, binges must occur at leas t  two times per week, 
and must have been occurring for the la s t  three months. 
Junk foods high in carbohydrates are  typ ica l ly  the foods 
b inged  upon. The compulsive overe a te r  i s  t y p i c a l l y  
overweight, as they do not engage in the extreme 
methods used by anorexics (severely r e s t r i c t i v e  eating) or 
bulimics (purgative behaviors) to  control the i r  weight.
The compulsive overeater i s  typ ica l ly  very aware that  her 
ea ting pat te rns  are abnormal, and they often are fearful of
2i
t h e  l o s s  o f  c o n t r o l  e x p e r i e n c e d  d u r in g  a b in g e .  
Subsequently , th e  compulsive overeater often experiences 
depression a f te r  a binge. Body image disturbance similar 
to  tha t  reported by anorexics and bulimics i s  not usually 
seen in a compulsive overeater, but body d is sa t i s fa c t io n  i s  
present, again due to  the usual problem of obesity.
TABLE B
PROPOSED DIAGNOSTIC CRITERIA FOR COMPULSIVE OVEREATING
A. Recurrent episodes of binge eating at leas t  twice 
per week for 3 months (rapid consumption of a large 
amount of food in a d isc re te  period of time, 
usually le s s  than 2 hours).
B. At le a s t  3 of the following:
1. Consumption of h igh-caloric ,  ea s i ly  ingested 
food during a binge
2. Inconspicuous ea ting during a binge
3. Repeated attempts a t  d ieting in an e f fo r t
to  lose weight
4. Negative a f fec t  often se t  the occasion for 
binge eating
5. Frequent weight f luc tuations  greater than
10 pounds due to  a l tern at ing  binging and
dieting
C. Does not use extreme methods to  lose or control 
weight, tha t  i t ,  self-induced vomiting, severely 
r e s t r i c t i v e  d ie ting ,  s tarvat ion , laxative  or 
d iu re t ic  abuse, or extreme exercise habits .
D. Awareness tha t  the eating pattern  i s  abnormal and 
fear of not being able to  stop eating volun tar i ly .
E. Depressed mood and self-deprecating thoughts 
following eating binges.
F. Does not evidence body image disturbances other 
than body s ize  d is sa t i s fa c t io n .
G. The bulimic episodes are not due to  anorexia 
nervosa, bulimia nervosa, or any known 
physical disorder.
Adapted from the American Psychiatric Association (1S80) 
diagnostic c r i t e r i a  for bulimia. Uilliamson, e t a l , (1990)
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Comparison of the Eating Disorders Groups
Although anorexia nervosa, bulimia nervosa, 
and compulsive overeating are currently  the most commonly 
discussed eating disorders, the non-binging obese group 
i s  often discussed in the same body of research l i t e r a t u r e .  
Although a l l  four groups have disordered eating, they a l l  
present a somewhat d i f fe ren t ,  i f  occasionally overlapping, 
diagnostic p ic tu re.  In Table 9, a descrip tion of the 
s i m i l a r i t i e s  and d i f f e r e n c e s  of the  four groups are  
presented.
Weight s ta tu s  i s  one variable which discriminates the 
four eating disordered groups. Anorexics are typ ica l ly  15- 
207. below normal weight for  t h e i r  h e i g h t .  Obese 
individuals are 20% or more above normal weight for the i r  
height. Bulimics are typ ica l ly  in the normal weight range, 
and most compulsive overeaters are above normal weight. I t
i s  in te re s t in g  to  note tha t  a l l  eating disordered groups
1
engage in binge eating, d if fer ing  only in frequency. Both 
binge e a t e r s  and bulimia nervosa are the most frequent 
bingers.
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TABLE 9
EATING DISORDERS: SIMILARITIES AND DIFFERENCES
Problem area AN* BN* CO* 0*
Weight
Level
157. or 
more 
below 
normal
Normal to 
10% above 
or below 
normal
Normal
to
obese
207. or 
more 
above 
normal
Binge
Eating
Episodic Frequent Frequent Occasional
Weight
Control Method
Severe
Fasting
Purging Frequent
d ie ts
Frequent 
d ie ts
Body Image 
Distortion
Yes Yes No No
Forbidden
Foods
Avoid Binger 
i f purge 
possib le
Binge
on
them
N/A
Anxiety 
After Eating
Yes Yes No No
Influences of 
Mood on Binges
Yes Yes Yes Yes
Secondary
Pathology
Severe Moderate
to
Severe
Moderate Normal
to
Moderate
u  - T-irni I —  ------ - --- i i, i , n
*AN=Anorexia Nervosa; BN=Bulimia Nervosa; CO=Compulsive 
Overeater; 0=0bese
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All of the eating disordered groups engage in various 
weight c o n t r o l  methods, with anorex ics  and bul im ics  
engaging in the  most severe  methods of weight control 
(e .g . ,  fast ing ,  purging). Compulsive overeaters and obese 
in d iv id u a l s  o f ten  engage in r e s t r i c t i v e  d ie ts .  All are 
concerned  about " forbidden foods", or foods t h a t  are  
considered fat tening. However, anorexics generally avoid 
e a t in g  th e s e  foods while bulimics will usually eat them 
only when they have the opportunity to  binge and purge. 
Both anorexics and those with bulimia nervosa experience 
severe anxiety a f t e r  eating. Also, both report body image 
disturbances. Neither binge ea te rs  nor obese individuals 
report post—eating anxiety or severe body image concerns. 
All report mood influences on eating.
All four groups, i t  has been found, report additional 
psychopathology. Anorexics typ ica l ly  have been found to 
experience the  most psychopathology, but bulimia nervosa 
p a t ien ts  may also report severe psychopathology as well. 
T yp ica l ly ,  dep ress ion  i s  th e  most f req u e n t ly  repo r ted  
problem, but anxiety and personali ty  disorders have also  
been rep o r ted  (Garner, Garfinkel, & 0rShaughnessy, 1985; 
Halmi, 1983; Prather & Williamson, 1988).
26
By delineating the various s im i la r i t i e s  and differences 
between anorexia nervosa, bulimia nervosa, binge ea ters ,  
and obese individuals, more accurate d i f fe re n t ia l  diagnosis 
can be f a c i l i t a t e d .  With more a c c u r a t e  d iag no s is ,  
a p p r o p r i a t e  t rea tm en t  which adequate ly  addresses  the  
pathology of each disorder can be designed and delivered.
Due to the noted s im i la r i t i e s  and differences in each 
diagnostic category, the assessment of these d isorders i s  
often a complicated matter. In the following section, a 
descrip tion of the current methods of assessment of eating 
disorders i s  described.
ASSESSMENT INSTRUMENTS
Structured interviews. The structured interview format 
i s  a method to  systematically  obtain information about a 
p a t i e n t .  Also, a s truc tu red interview can be evaluated 
psychometr i cal ly. Three structured interviews have been 
developed for the assessment of eating disorders pat ien ts .  
The f i r s t  i s  the Clinical Eating Disorder Rating Instrument 
(CEDRI), developed in 1987 by Palmer, C hr is t ie ,  Cordle, 
Davis, and Kendrick. I t  was constructed to  assess anorexia
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nervosa and bulimia nervosa. Thirty—five items, which are 
e a c h  r a t e d  on a f o u r —p o i n t  s c a l e ,  a s s e s s  t h e  
psychopathology common in both anorexic and bulimic 
p a t i e n t s .  Using f iv e  independent r a t e r s ,  i n t e r r a t e r  
r e l i a b i l i t y  was found to  be high for most items. However, 
o n ly  11 s u b j e c t s  were u t i l i z e d  in  d e v e lo p in g  th e  
instrument, and no v a l id i ty  s tudies  were reported.
The second structured interview designed spec i f ica l ly  
to  be used with an ea t in g  d i s o rd e r s  population i s  the 
Eating Disorder Examination CEDE), which was developed by 
Cooper and F ai r  burn (1987). I t  was designed to  assess 
bulimic symptomology over the previous four weeks only, and 
so  o n ly  a s s e s s e s  c u r r e n t  sym ptom olo g y ,  w i t h o u t  
inves tigat ing  any h is to r ic a l  or developmental fac tors . The 
authors suggest tha t  the EDE be used only as a measure of 
t rea tm en t  outcome, and do not recommend i t s  use as a 
diagnostic tool .
The th i rd  s tructured interview i s  called the Interview 
for Diagnosis  of Eating D isorders  (IDED), developed by 
Williamson, et  a l , (1990). The IDED (see Appendix 1) was 
designed to  be used with anorexia nervosa, bulimia nervosa,
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compulsive overeating, and obesity. A su b je c t ' s  responses 
to  questions assessing the diagnostic c r i t e r i a  of anorexia 
nervosa, bul im ia  nervosa,  and compulsive overeating are 
rated (on a seven—point sca le) by the interviewer a f te r  the 
completion of the interview. Nineteen ra t ing s  are made in 
a l l  (four regarding the diagnostic c r i t e r i a  for anorexia 
nervosa, five regarding the diagnostic c r i t e r i a  for bulimia 
nervosa, and ten  regard ing  the  d iagnost ic  c r i t e r i a  for 
compulsive overeating). F inally , each diagnostic 
category i s  given a to ta l  score, which i s  the sum of a l l  
r a t i n g s  r e g a r d i n g  each s p e c i f i c  d ia g n o s t ic  ca tegory  
( a n o r e x i a  n e r v o s a ,  b u l im ia  n e rv o s a ,  and compulsive 
overeating). The diagnosis of obesity i s  made by exclusion 
( e . g . ,  th e  lack of endorsement of symptoms of anorexia 
nervosa, bulimia  nervosa, or compulsive overeating), as 
well as a body weight of 20% above expected for 
age and height.
In assessing the psychometric p roper ties  of the IDED, 
five bulimics, five compulsive overeaters, five obese, and 
five normal subjects  (n = 20) were interviewed using the 
measure. Two weeks l a t e r ,  the subjects  were re ­
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interviewed, using the IDED, by a second interviewer, who 
d id  not  have a c c e s s  to  t h e  r e s u l t s  of t h e  i n i t i a l  
in terv iew . These evaluations were conducted while doing 
the study presented in th i s  paper. The temporal s t a b i l i t y  
of the instrument (over a two-week period of time) proved 
to  be more than adequate , with i n t e r r a t e r  r e l i a b i l i t y  
co e ff ic ien ts  for each of the nineteen ra t ing s  r .86, 
which are presented in Appendix 2. Furthermore, the t e s t -  
r e t e s t  r e l i a b i l i t y  coeff ic ien ts  of the three to ta l  
ra t ings  (anorexia nervosa t o t a l ,  bulimia nervosa to t a l ,  and 
compulsive overeater to ta l )  were s ig n i f ic an t ly  corre la ted , 
and are  a ls o  presented in Appendix 2. In Appendix 3, 
v a l id i ty  coeff ic ien ts  of the IDED are presented. The 
Anorexia Nervosa to ta l  score was s ig n i f ic an t ly  correla ted  
with the Body Image Assessment Ideal Body Size, Eating 
Disorder Inventory (EDI) Drive for Thinness scale , EDI 
Bulimia s c a l e ,  and EDI In te ro c e p t iv e  Awareness s c a le .  
Thus, th e  Anorexia Nervosa s c a le  was associated with a 
d e s i r e  for a sm a l le r—than —normal body s i z e ,  excess ive  
concern with d ie ting,  binge eating and purgative habits ,  
and a lack of self-confidence in determining degree of
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hunger and sa t ie ty .
The Bulimia Nervosa t o t a l  sco re  was s i g n i f i c a n t l y  
corre la ted  with the EDI Drive for Thinness, Bulimia, and 
I n t e r p e r s o n a l  D i s t r u s t  m easu res .  These s c a le s  are  
i n d i c a t i v e  of a s t r o n g  p r e f e r e n c e  for  th in n e s s  and 
excessive concern with d ie t ing ,  binge eating and purgative 
habits ,  and feelings of a l ienat ion .
F i n a l l y ,  t h e  Compuls ive O v e re a te r  t o t a l  s c o r e  
s ig n i f ic an t ly  correla ted  with the Body Image Assessment 
Current Body Size, EDI Drive for Thinness, Bulimia, Body 
D issa t is fac t ion ,  Ineffec tiveness, Interpersonal D is trust ,  
and Interoceptive Awareness sca les .  These scales  measure a 
percep t ion  of la rg e  body s ize ,  an excessive concern for 
d i e t i n g  and th inness , binge eating, d is s a t i s fa c t io n  with 
body s ize ,  feelings of general inadequacy and a l ienat ion ,  
and a lack of self-confidence in determining sensations of
hunger or s a t ie ty .  I t  i s  concluded that  th i s  pa ttern  of
1
corre la t ions  was supportive of the concurrent v a l id i ty  of 
the three scales  of the IDED.
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Self—report inventor ies . There have been a varie ty  of 
s e l f  report instruments used to  assess the symptomatology 
of those with eating disorders.  They include the Eating 
A t t i t u d e s  Test (EAT) (Sarner & Gar f i n k e l , 1979), the
Bulimia Test (BULXT) (Smith & Thelen, 1984), the Eating 
Questionnaire-Revised (EQ-R) (Williamson, Davis, Goreczny, 
McKenzie, & W atkins ,  1989), and th e  Eating Disorder 
Inventory (EDI) (Garner 8c Olmstead, 1984). Each 
of these instruments i s  designed to  measure some aspect of 
disordered ea ting, and a more thorough discussion of each 
i s  presented below.
(a) Eatino Attitudes Test (EAT). Garner and Garfinkel 
(1979) developed a 40-item s e l f - r a t i n g  scale  to  assess 
abnormal a t t i tu d e s  regarding eating (see Appendix 3). The 
EAT i s  one of the most widely used assessment instruments 
used with ea t in g  disordered individuals, especia lly  with 
anorexics (Garner & Olmstead, 1984). A to ta l  score of 30 
or more i s  used as a cu t -o ff  score for anorexia nervosa. 
R e l iab i l i ty  for the t e s t  was reported to  be r = .79 for a 
c l in ic a l  sample of anorexics, and r = .94 with a sample of
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both c l in ic a l  subjects  (anorexics) and normal subjects .  A 
s ign i f ican t  co rre la t ion  (r = .87) between to ta l  EAT score 
and anorexic vs. normal group membership was supportive of 
concurrent v a l id i ty  (Garner & Garfinkel, 1979). Gross, et 
al (1987) used th e  EAT comparing p a t ien ts  with bulimia 
nervosa with normal c o n t ro ls .  They found that the EAT 
discriminated the  c l in ic a l  sample from the control 
sam ple ,  s u p p o r t i n g  c r i t e r i o n  v a l i d i t y  for the  EAT. 
Although the EAT discriminated bulimia nervosa and bulimia, 
no study of th e  d is c r im in a t io n  of anorexia nervosa and 
bulimia nervosa has been conducted.
(b) Bulimia Test (BULIT). Smith and Thelen (1984) 
designed a 36—item te s t  spe c i f ic a l ly  targeted  to measure 
t h e  DSM-III (American P s y c h ia t r ic  A ssoc ia t ion ,  1980) 
c r i t e r i a  of b u l im ia .  The BULIT ( see  Appendix 4) 
d iscriminates bulimia (binge eating) from bulimia nervosa, 
based on c u t - o f f  s co res .  T es t—r e t e s t  r e l i a b i l i t y  was 
reported to  be r = .87; support for concurrent 
v a l id i ty ,  using the corre la t ion  of BULIT scores with group 
membership (bulimia vs. normals) was not as strong, r =.54.
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Thelen, Mann, P r u i t ,  and Smith (1986) conducted a 
f ac to r  a n a ly s i s  of th e  BUIIT, using a l l  36 items. Six 
fac tors  were derived, including (1) binging, (2) vomiting, 
(3) n e g a t i v e  f e e l i n g s  abou t b in g in g ,  (4) menstrual 
problems, (5) preference for high ca lo r ie ,  ea s i ly  ingested 
foods, and (6) weight f luc tuat ions .
(c) Eating Questionnaire—Revised (EQ—R). Williamson, 
et  al (1989) constructed a t e s t ,  the Eating Questionnaire- 
Revised ( s e e  Appendix 5) which, l i k e  th e  BULIT, was 
designed to  measure th e  DSM-III (American P s y c h ia t r i c  
A ssoc ia t ion ,  1980) c r i t e r i a  of bulimia. I t  consis ts  of 
f i f t e e n  m u l t ip le  choice i tems, which i s  s i g n i f i c a n t l y  
shorter than the BULIT. Test—re te s t  r e l i a b i l i t y  
for the EQ-R has been found to  be s a t i s fac to ry  (r = .83). 
I n t e r n a l  c o n s i s t e n c y  was a l s o  found to  q u i t e  h igh 
( c o e f f i c i e n t  a lpha  = >.87).  The EQ—R was found to  be 
h ig h ly  c o r r e l a t e d  w ith  t h e  BULIT (r — .8 0 ) ,  and to
discriminate bulimics from normals.
34
Cd) Eating Disorder Inventory  (EDI). The EDI (see 
Appendix 6) i s  a 64—item te s t  constructed to  measure the 
" s p e c i f i c  co g n i t iv e  and behaviora l dimensions that  may 
meaningfully  d i f f e r e n t i a t e  subgroups of pat ien ts  (e .g . ,  
an o rex ics )  or which may d i s t in g u i s h  those with serious 
psychopathology from normal d ie ters"  (Garner it  
Olmstead, 1984, p. 9). I t  d i f f e r s  from the EAT, in that 
the EAT i s  more of a d i rec t  measure of the symptomatology 
associated with anorexia nervosa.
The EDI i s  typ ica l ly  used in the assessment of anorexia 
nervosa and bulimia  nervosa. No comparisons of binge 
e a t e r s  or non—binging obese with anorexia  nervosa or 
bul im ia  nervosa has been made. Eight c o n s t ru c t s  are  
measured by the EDI: (1) drive for thinness, (2) bulimia
( e . g . ,  b ing e  e a t i n g ) ,  (3) body d i s s a t i s f a c t i o n ,  (4) 
i n e f f e c t i v e n e s s ,  (5) p e r fec t io n ism ,  (6) in te rp e r so n a l  
d i s t r u s t ,  (7) in teroceptive awareness, and
(8) maturity fears. The modified version of Feighner, et 
al (1972) c r i t e r i a  were used (Garfinkel & Garner, 1982) to 
delineate  the validation sample used. Internal consistency 
of each subscale was found to  be above .80, and average
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i tem -tota l corre la t ion  was found to  be r = .63. A varie ty  
of measures were used to  determine the  convergent and 
discriminant v a l id i ty  of each subscale, and strong support 
was found for the convergent and discriminant v a l id i ty  of 
each subscale. Also, the c r i t e r io n  v a l id i ty  of the EDI was 
investigated, using exper ts ’ ra t ings .  Satis fac tory  support 
was found for each subscale, with co rre la t ions  ranging from 
r = .43 to  r = .69.
There a re  a v a r i e ty  of other instruments which have 
been u t i l i z e d  in the  assessment of anorexia  nervosa, 
b u l im ia  n e rv o s a ,  compulsive o vere a t in g ,  and o b es i ty .  
However, the four which have been described are four of the 
most psychometrically sound
in s t rum en ts ,  and a re  s o l i d l y  based upon wel1-accepted 
(although varied) s e ts  of diagnostic c r i t e r i a .  Other t e s t s  
used in the assessment of eating disorders measure specific  
ch a ra c te r is t ic s  of anorexia or bulimia. They include the 
Body Image Assessment, used for assessment of oody s ize 
perception (Williamson, et a l , 1983), the Binge Scale, used 
to  measure the behavioral and a t t i tu d in a l  parameters of
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b in g e  e a t i n g  (Hawkins Sc Clement, 1380), th e  Eating 
Behavior Inventory, used for assessing behaviors implicated 
in weight loss (O'Neil, Currey, Hirsch, Malcolm, Sexauer, 
Riddle, 8< Taylor, 1979), the Restrain t Scale, a 
measure of restra ined  eating pat terns  (Pol ivy, Herman, Sc 
Walsh, 1978), and the Dutch Eating Behavior Questionnaire, 
another measure of r e s t r a in e d  ea t in g  p a t t e rn s  (Wardle, 
1986).
S inc e  t h e  p u b l i c a t i o n  of the  DSM—III -R  (American 
Psychiatric Association, 1987), a new se t  of c r i t e r i a  have 
been i n t r o d u c e d ,  changing  the  d ia g n o s t ic  p i c tu r e  of 
a n o re x ia  nervosa, bul im ia ,  and bulimia  nervosa. The 
ex is t ing  assessment instruments are now somewhat obsolete, 
in the  l i g h t  of th ese  changes in d iag n o s t ic  c r i t e r i a .  
Also, as noted above, no s ing le  instrument has been 
developed for d i f f e r e n t i a l  diagnosis of the most common 
eating disorders.  Therefore, a new assessment instrument 
to  d i f f e r e n t i a te  anorexia nervosa, bulimia nervosa, binge— 
e a t e r s ,  and non-binging obese, based upon the c r i t e r i a  
published in the DSM—III-R (American Psychiatric
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Association, 19B7) i s  needed. In the following section, a 
d e s c r ip t io n  of t h i s  study, which attempted to  construct 
such a t e s t ,  i s  presented.
TEST CONSTRUCTION STRATEGY
I n i t i a l  t e s t  construction phase. As noted e a r l i e r ,  a 
s e l f - re po r t  inventory which could be used for d i f fe ren t ia l  
diagnosis of the most common types of eating disorders i s  
needed .  The methodology fo r  c o n s t r u c t i n g  such an 
i n s t r u m e n t ,  c a l l e d  th e  E a t in g  D is o r d e r s  D iagnost ic  
Inventory CEDDI), follows.
In order to  es tab lish  an assessment instrument u t i l i z ed  
to  d i f f e re n t i a te  diagnostic groups, one must f i r s t  develop 
a group of t e s t  items which might d is c r im in a te  those
groups. This pool could be taken from a group of already
1
exis ting  t e s t s ,  or could be independently constructed. In 
th i s  par t icu la r  study, the t e s t  item pool was constructed 
from items of the BULIT, EAT, and EQ-R, which to ta l l ed  91 
items. The decision to  use th i s  pool of items was based
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upon several considerations: Cl) a l l  of these
ins t rum en ts  have shown some usefulness for d i f fe ren t ia l  
d iagnosis  of a l l  of the relevant eating disorder groups, 
(2) items from a l l  in s t rum en ts  have a s imilar multiple 
choice format, C3) there  was a large data se t using these 
th r e e  in s t rum en ts  with groups of sub jec ts  diagnosed as 
anorexia nervosa, bulimia nervosa, compulsive overeaters, 
non—binging obese, and normals which could be u t i l iz ed .
The items of these three t e s t s  ( to ta l  = 9 1 )  were 
subjected to a m ult ivaria te  discriminant analysis ,  in order 
to  iden t ify  an item pool which was able to  d i f fe re n t i a te  
the  var ious  d ia g n o s t ic  groups. Discriminant a n a ly s is  
invo lves  d e r iv ing  the l inear combination of the two (or 
more) independent variables th a t  discriminate best between 
a p r i o r i  d e f in e d  g roups  (H a i r ,  Anderson, Tatham, 8t 
Grablowsky, 1979). In discriminant analysis ,  a group mean, 
or c e n t ro id ,  i s  derived by averaging the  d isc r im inan t  
sco re s  for the individuals within each par t icu la r  group. 
The distance between the group centroids i s  then measured 
by comparing the d is t r ib u t io n  of the discriminant score 
d is t r ib u t io n s .  By comparing the group centroids of each
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s c a le ,  the  amount of (or lack of)  overlap  between the 
d i s c r i m i n a n t  s c o r e  d i s t r i b u t i o n s  d e t e r m in e d  th e  
p ro b a b i l i t i e s  of m isc lass i f ica t ion  of group members.
In addition to  evaluating the discriminant v a l id i ty  of 
the  EDDI, derivation of sca les  was des ireable  so that  the 
EDDI could be used for d e s c r ip t io n  of e a t in g  disorder 
problems. These scales  re la ted  to  the c h a ra c te r is t i c s  of 
eating disorders were derived by u t i l i z in g  factor analysis .  
I t  was expected t h a t  f a c to r s  would emerge which were 
sim ilar  to  the primary ch a ra c te r is t i c s  of anorexia nervosa, 
bulimia nervosa, and compulsive overeating, e .g . ,  purging, 
binge ea ting, r e s t r i c t i v e  eating, and preoccupation with 
body s ize .
V a l id a t io n  ohase . The second phase of th e  study 
involved ev a lu a t io n  of th e  r e l i a b i l i t y  of the t e s t .  A 
commonly used method of determining r e l i a b i l i t y  i s  based on 
the  in ternal  consistency of each scale .  Coefficient alphas 
were u t i l i z e d  to  assess in ternal  consistency of the scales 
of th e  EDDI (A nas tas i ,  1976). The next s tep  involved 
assessing the t e s t - r e t e s t  r e l i a b i l i t y  of the to ta l  score
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and the  s c a le s  of the  EDDI. Over a two—week period of 
time, th e  t e s t  was re -ad m in is te red  to  a sub—sample of 
subjects  from the second phase.
The validation phase of te s t ing  involved determining 
the concurrent and discriminant v a l id i ty  of the t e s t .  
U ti l iz ing  the discriminant function determined in the 
mult ivar ia te  discriminant analysis  conducted in the 
I n i t i a l  Phase  of  t h e  s tu d y ,  an attempt was made to  
re p l ic a te  the r a te  of correct and incorrect c la s s i f ic a t io n  
of the ED0I for eating disorders groups and normals. If  
the new instrument was found to  be re l ia b le  and valid , i t  
would be a s i g n i f i c a n t  development for assessing eating 
d i s o r d e r s ,  and should a s s i s t  in o p e ra t io n a l i z in g  the  
measurement of these d isorders for both c l in ic a l  and 
research purposes.
Concurrent v a l id i ty  re fe rs  to  the effectiveness of a 
t e s t  in predic ting an in d iv idua l 's  behavior in specified 
s i t u a t i o n s  (A nastas i ,  1976). A p re - e x i s t i n g  measure 
designed to  assess the same thing (in th i s  case, the EDI, 
body image measures, and weight s t a t u s )  was used as a 
c r i te r io n  of the new t e s t ' s  v a l id i ty .  The corre la t ion  of a
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s ingle  sca le  in the EDDI with the appropriate te s t  
would be supportive of concurrent val id i ty .  For example, 
comparing the  co rre la t io n  of the Bulimia scale with the 
sca le measuring binge eating symptomology would be an 
appropriate comparison.
Summary of the Study
As i n d i c t e d  by t h e  p r e v i o u s  rev ie w ,  w ith  th e  
p u b l i c a t io n  of the  DSM-III-R, the  cu r re n t  s e l f - r e p o r t  
inventories for d i f fe ren t ia l  diagnosis of eating disorders 
are inadequate. Existing se l f - repo r t  inventories have not 
been re la ted  to the current diagnostic c r i t e r i a  u t i l iz ed  to 
diagnose those with eating disorders. Specif ica lly ,  there 
i s  no as se s sm en t  measure which has been designed to  
d i f f e r e n t ia te  anorexia nervosa, bulimia nervosa, compulsive 
overeaters, obese, and normals, based upon the new c r i t e r i a  
se t  forth by the DSM-III-R and medically accepted standards 
( for  o b e s i ty ) .  In order to  f i l l  t h i s  void, a new te s t  
which d i f fe re n t i a te s  these groups was developed. I t  i s  
called the Eating Disorders Diagnostic Inventory (EDDI).
The s t e p s  in v o lv e d  in  d ev e lo p in g  th e  EDDI a r e  
summarized below:
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INITIAL PHASE
STEP 1; Iden t i f ica t ion  of items from the EATf
BULIT, and EQ-R which d i f fe re n t i a te  the 
five (5) d iagnositic groups.
STEP 2; Establish a discriminant function based 
upon these items which maximize the 
discrimination of the groups.
STEP 3; Factor analyze these items to  form 
scales  re la ted  to specific  eating 
disorders ch a ra c te r i s t ic s .
VALIDATION PHASE
STEP 4; Using coeff ic ien t  alphas, f in a l ize
scales  with a high degree of in ternal 
consistency.
STEP 5: Evaluate the t e s t —re te s t  r e l i a b i l i t y  of
the scales , using a new sample.
STEP 6; Attempt rep l ica t ion  of the r e s u l t s  of 
discriminant function of Step 2.
STEP_7: Evaluate the concurrent v a l id i ty  of the
s c a l e s  o f  t h e  EDDI by u s in g  a new 
sample.
METHOD
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Subjects
I n i t i a l  sample. An i n i t i a l  pool of subjects  (n = 397) 
was recruited  from undergraduate c lasses  at Louisiana Sta te  
University and from the surrounding community. They were 
a l s o  r e c r u i t e d  from two p r iv a te  in p a t i e n t  p s y c h ia t r i c  
hosp i ta ls  which have eating disorders programs. Clinical 
sub jec ts  met the c r i t e r i a  for e i the r  anorexia nervosa or 
bulimia  nervosa,  using DSM—I I I —R c r i t e r i a .  Compulsive 
o v e re a te r s  were diagnosed using the c r i t e r i a  proposed by 
Williamson, e t  a l , 1990. Those c la s s i f ie d  in the obese
group were 20X above t h e i r  normal weight for h e ig h t .  
Normals did not meet the diagnostic c r i t e r i a  for 
a n o r e x i a  n e r v o s a ,  b u l im ia  n e rv o s a ,  or com pu ls ive  
o vere a t in g ,  and were of normal weight C+ 1070 for the i r  
height.
The bulimia  nervosa group (n = 169) averaged 23.03 
years of age, were 64.47 inches t a l l ,  and 135.56 pounds. 
The anorexia nervosa group Cn = 22) averaged 23.94 years of 
age ,  were 63.14 inches t a l l ,  and 90.33 pounds. The 
compulsive overeater group (n = 85) averaged 29.95 years of
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age, was 64.75 inches t a l l ,  and 188.51 pounds. The non- 
binging obese group (n = 46) averaged 28.97 years of age, 
was 66.83 inches t a l l ,  and 228.00 pounds. The normal group 
(n = 75) averaged 20.29 years of age, were 64.89 inches 
t a l l ,  and 131.15 pounds. All subjects  were female.
Validation sample. The validation sample was orig inal
proposed to  number 15 subjects  per group (anorexia nervosa,
bulimia nervosa, compulsive overeater, obese, and normal),
or 75 to ta l  subjects .  However, due to  the lack of anorexia
nervosa subjects ,  t h i s  group was deleted from the study.
The problem of ob ta in ing  15 anorexic  p a t i e n t s  may be
a t t r ib u ted  to  the low incidence of anorexia in the general
p opu la t ion .  Although epidemiological surveys indicate  a
r is in g  incidence ra te  of anorexia since the 1930's, current
s tu d ie s  in d i c a t e  th a t  anywhere from 0.37 per 100,000 to
1.12 per 100,000 individuals may be diagnosed with anorexia
*
(Strober, 1986).
Without the  anorexia  nervosa group, th e  val idat ion  
sample numbered 60 to ta l  (15 per group). These subjects  
were obtained in the same way that  the orig inal sample was
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ob ta ined—v ia  the  community, undergraduate students, and 
pa t ien ts  t rea ted  at  three eating disorders programs, with 
the exception of the compulsive overeater and obese groups. 
These groups were recruited  from undergraduate c lasses  in 
p a r t  or t o t a l l y .  F o r t y —seven p e rcen t  (4751) of the  
com puls ive o ve rea te r  group was r e c r u i t e d  from a non— 
c l i n i c a l  s e t t i n g ,  w ith  a 5351 r e c r u i t e d  from ea t in g  
disorders  treatment programs. One hundred percent (10051) 
of th e  obese group was r e c r u i t e d  from a n o n -c l in ic a l  
s e t t in g .  This d ifference of recruitment of obese subjects 
i s  re f lec ted  in the d if fe r ing  weights of the obese group in 
the i n i t i a l  sample (average wt. = 228 pounds) versus the 
obese group in the validation sample (average wt. = 180 
pounds). The bulimia nervosa group averaged 64.97 inches 
t a l l  and 129.40 pounds. The compulsive overeater group 
averaged 64.93 inches t a l l ,  while the average weight of 
t h i s  group was 196.93 pounds. The average height of the 
obese group was 62.13 inches t a l l ,  and the average weight 
was 180.00 pounds. In the normal group, the average 
height was 63.33 inches, and the average weight was 119.40 
pounds. All subjects  were female.
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ASSESSMENT INSTRUMENTS
I n i t i a l  sample. Each subject was asked to  f i l l  out a 
group of assessment instruments. These included the Eating 
Attitudes Test (EAT) (Garner St Garfinkel, 1979), a measure 
of anorexic behaviors  and b e l i e f s  regarding eating and 
weight, the Bulimia Test (BULIT) (Smith Sc Thelen, 1984), a 
measure of the DSM-III (APA, 1980) c r i t e r i a  of bulimia, and 
the Eating Questionnaire-Revised (Williamson, et  al 1989), 
also a measure of the DSM—III  c r i t e r i a  of bulimia. Each 
s u b j e c t ’ s height and weight was measured at the time of 
assessment.
V al ida t ion  Sample. Each sub jec t  in the  validation 
s a m p le  was a sk e d  t o  f i l l  o u t  s e v e r a l  a s se s sm en t  
i n s t r u m e n t s .  These in c lu d e d  th e  E a t in g  D is o r d e r s  
Diagnostic Inventory (EDDI), the Eating Disorders Inventory 
(EDI), a measure co ns t ru c ted  to  measure th e  " sp ec i f ic  
cognitive and behavioral dimensions that  may meaningfully 
d i f f e r e n t i a t e  subgro ups  of p a t i e n t s " ,  and which i s  
t y p i c a l l y  used to  a s se s s  anorex ia  nervosa and bulimia 
nervosa, and the Body Image Assessment Procedure (BIA)
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(Williamson, e t  a l , 1990). The Body Image Assessment (see
Appendix 8) i s  a measure designed to  assess a sub jec t ’s 
perception of current body s ize  (CBS) and ideal body s ize  
(IBS) through the use of body s i lhoue t tes  which are printed 
on 6 inch X 4 inch cards. One s i lhoue t te  i s  printed per 
card, and there  are nine cards. On each card there  i s  a 
drawing of a female figure whose body s ize  ranges from very 
th in  to  very obese, in incremental s teps .  The cards are 
placed in random order on a f l a t  surface. The subject i s  
then ins tructed  to  "Select the card that most accurately 
depicts  your current body s ize ,  as you perceive i t  to  be. 
Please be honest. You must choose only one card and you 
may not r e a r ra n g e  the  ca rds  to  d i r e c t l y  compare them." 
After the subject s e lec ts  a card, the number of the card 
(which i s  on the back of each card) i s  recorded, the cards 
are shuffled , and again placed in random order on the f la t  
surface. The subject i s  then ins tructed  to  "Please se lec t  
the card tha t  most accurately depic ts  the  body s iz e  tha t  
you would most p r e f e r .  Again, be honest and do not 
rea rran g e  th e  ca rd s .  " The number of the card that the 
subject s e l e c ts  i s  then recorded. This procedure
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typ ica l ly  takes less  than one minute. From these data, one 
can derive a s u b je c t ' s  perception of her current body s ize  
(CBS) as well as her ideal body s ize  (IBS).
Height and weight were also measured at  the  time of the 
assessment. The Eating Disorders Inventory and the Body 
Image Assessment were s e le c te d  to  be u t i l i z e d  in the  
v a l id a t io n  sample as psychometrically sound measures of 
e a t in g  d i s o rd e r s  symptoms which are  common to  anorexia 
nervosa, bulimia nervosa, and compulsive overeaters. They 
were used as measures of concurrent v a l id i ty .
PROCEDURE
I n i t i a l  sample. Each subj'ect was asked to  read, and 
then sign, an consent form prior to  par t ic ipa t ing  in the 
study (see Appendix 8).  An interview was conducted with 
the subjects , to  assess for behaviors and b e l i e f s  regarding 
e a t i n g ,  fo o d ,  and w e i g h t .  Each s u b j e c t  was then  
administered the Eating Attitudes Test (EAT), the Bulimia 
Test (BULIT), and the Eating Questionnaire—Revised (EQ-R). 
Their he ight  and weight was also  measured at  tha t time. 
The subjects  were s ta f fed  with a licensed c l in ic a l
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psychologist a f te r  the assessment procedure was 
completed. The diagnoses were made on the basis  of data 
derived from the interview.
Validation sample. After the construction of the EDDI 
(see Appendix 10), a second group of subjects  (N = £0) was 
recrui ted .  They were asked to  sign the consent form (see 
Appendix B), and were then adm inistered  the assessment 
measures (the Eating Disorders Inventory, Eating Disorders 
D iagnostic  Inventory ,  and Body Image Assessment) (see 
Appendices 7, 10, and 9, respect ively ) .  Their weight and
height  were a l s o  measured at  t h a t  time. A s truc tu red  
interview, the Interview for Diagnosis of Eating Disorders 
(IDED) (see Appendix 1) was conducted with each subj'ect. 
Two weeks l a t e r ,  the  same group of s u b je c t s  were r e ­
administered  the EDDI, for t e s t —re te s t  purposes. Sixty- 
seven percent (6751) (10 of 15) subjects  of the bulimia 
nervosa group, 7351 (11 of 15) of the compulsive overeater 
subjects ,  8051 (12 of 15) of the obese subjects ,  and 10051 
(15 of 15) subjects  were given the EDDI a second time over 
a t e s t - r e t e s t  period of approximately two weeks.
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One th i rd  <5 of 15) of the subjects  per group in the 
v a l i d a t i o n  sample were a l s o  randomly s e l e c te d  to  be 
i n t e r v i e w e d  a second  t im e ,  u s in g  th e  In terview  for 
Diagnosis  of Eating D iso rders  (IDED). The r e l i a b i l i t y  
c o e f f i c i e n t s  a r e  p r e s e n t e d  in  Appendix 2, and were 
d iscussed  e a r l i e r  (see  p. in the Assessment Instruments 
s e c t i o n ) .  The v a l id i ty  coe ff ic ien ts ,  u t i l i z in g  the Body 
Image Assessment and E a t in g  D isorders  Inventory  for 
concurrent v a l id i ty  are presented in Appendix 3. Of most 
importance was the finding of 100% agreement upon diagnoses 
by the in terviewers.
Data Analysis
Data analyses were conducted in seven s teps .  The 
f i r s t  s tep  enta iled  identify ing items from three assessment 
instruments, the EAT, BULIT, and EQ-R, which d i f fe re n t ia ted  
the five diagnostic groups ( i . e . ,  anorexia nervosa, bulimia 
nervosa ,  binge e a t e r s ,  obese, and normals),  u t i l i z i n g  
s tepw ise  m u l t iv a r ia te  discriminant analysis . A stepwise 
m ul tiva r ia te  discriminant analysis  was used to  iden t ify  a 
discriminant function which discriminated the  five groups.
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Factor analysis  was then performed on the items iden tif ied  
by the discriminant analysis . From th i s  factor analysis ,  
sca les  were established. This completed the I n i t i a l  Phase 
of the study.
After formation of the  Eating Disorders  Diagnostic 
In v e n to ry  (EDDI) in the  I n i t i a l  Phase of th e  s tudy,  
in t e r n a l  co ns is ten cy  of the  s c a le s  was measured using 
coeff ic ien t  alpha. The t e s t  was administered over a two- 
week i n t e r v a l ,  for the  purpose of assessing t e s t - r e t e s t  
r e l i a b i l i t y  of the EDDI and i t s  sca les.  Pearson product- 
moment co rre la t ions  were used for th i s  purpose. Also, an 
attempt to r ep l ica te  the r e su l t s  of the discriminant 
funct ion  derived in the  I n i t i a l  Phase of the study was 
made. C o n cu rren t  v a l i d i t y  was then asse ssed ,  using 
corre la t ions  between the various EDDI scale scores and two 
measures of eating disorders symptomology, the Body 
Image Assessment and Eating Disorders Inventory.
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RESULTS
I n i t i a l  Phase
D is c r im in a n t  a n a l y s i s .  The items of th e  Eating 
A t t i tu d e s  Test (EAT), Bulimia Test (BULIT), and Eating 
Questionnaire-Revised (EQ-R) were subjected to  a stepwise 
mult ivar ia te  discriminant analys is ,  in order to  determine 
which items were most e f f e c t iv e  for d i f fe ren t ia t in g  the 
f i v e  d i a g n o s t i c  g roups .  The d isc r im in an t  model was 
s t a t i s t i c a l l y  s ig n i f ic an t ,  F (5, 391) = 09.214, gj. > .0001. 
T h ir ty —fiv e  items were found to  d is c r im in a te  the  f ive  
groups in the study (anorexia nervosa, bulimia nervosa, 
compulsive o v e re a te r s ,  obese, and normals) with 85.5% 
accuracy. Th ir ty -f ive  items were chosen, as the variance 
acco u n ted  by i tem  number 36 dropped below .5 .  The 
cumulative ( to ta l )  variance accounted for by the 35 items 
was 59.2%. In Figure 1, the variance accounted for by each 
item i s  p lo t ted .  In Table 10, the c la s s i f ic a t io n  accuracy 
of these 35 items i s  shown, by diagnostic group.
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Figure 1. Percent Variance of Individual EDDI Items.
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TABLE 10
DISCRIMINANT ANALYSIS: CLASSIFICATION ACCURACY OF THE EDDI
A Pr i or i 
Group
Assign- #/
ment group AN* BN* CO* 0* N*
AN* 22 20
90.97.
2
9 . 17.
0
0%
O 
O
a
0
0%
BN* 169 6 148 12 1 2
3.67. 87.6% 7.17. . 597. 1.2%
CO* 85 1 1 67 12 4
1.2% 1. 27. 78.87. 14. 17. 10.97.
0* 46 0 1 7 33 5
07. 2.27. 15.27. 71.77. 10.9%
N* 75 0 0 0 1 74
07. 07. 07. 1.3% 98.77.
* AN = A or ex i a Nervosa ,  BN = Buii mi a Nervosa, CO =
Compulsive Overeater, 0 = Obese, N = Normal
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Terminology recommended by Gottesman and P re sco t t  
(1989) will be used to  describe the outcome of th i s  step of 
the study (see Appendix 11). They u t i l i z e  the terms 
“fa lse pos it ive"  and "fa lse  negative" ra te  to  describe 
the  c l a s s i f i c a t io n  r a te  or h i t  r a te  of a t e s t .  A fa lse 
pos i t ive  r a te  i s  defined as the proportion of subjects  not 
in a defined group c la s s i f ie d  in to  tha t  group by a t e s t .  A 
f a l s e  n e g a t i v e  r a t e  i s  defined  as  the  p ropo r t io n  of 
subjects  in a defined group not c la s s i f ie d  in to  tha t group 
by a t  e s t .  For example, a fa lse  pos i t ive  ra te  for th is  
s tudy could be defined as the proportion of non-bulimics 
c l a s s i f i e d  as  bulimic by t h i s  t e s t .  A f a l s e  pos i t ive  
n e g a t i v e  r a t e  could  be d ivined  as th e  p ro po r t ion  of 
bulimics c la s s i f ie d  as non-bulimic. They also  use the term 
"overall accuracy" to  define the proportion of a l l  subjects 
co rrec t ly  c la s s i f ie d  by a t e s t .  "Sensit iv ity"  i s  the  term 
used to  d e f in e  the  p ropo r t ion  of subjects  in a defined 
g r o u p  who a r e  c l a s s i f i e d  c o r r e c t l y  by a t e s t .  
" S p e c i f i c i t y "  i s  the  p ro po r t ion  of s u b je c t s  not in  a 
defined group who are c la s s i f ie d  co rrec t ly  by a t e s t .  For 
example, in th i s  study, s e n s i t iv i ty  may refer  to  the
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proportion of obese who are co rrec t ly  c l a s s i f ie d  by the 
EDDI. S pec i f ic i ty  r e fe r s  to  the number of non—obese who 
are  co rrec t ly  c la s s i f ie d  by the EDDI. "Positive predic tive  
power" re fe r s  to  the proportion of individuals  c la s s i f ie d  
by a t e s t  as being in a defined group who a re  in the 
defined group. "Negative p red ic tive  power" re fe rs  to the 
proportion of subjects  c la s s i f ie d  not belonging in a 
defined group by the te s t  who are not in the defined group. 
For example, in t h i s  study, pos i t ive  p redic t ive  power may 
refer  to  the proportion of subjects  c la s s i f ie d  by the EDDI 
as anorexic who are anorexic. Negative p red ic t ive  power 
may re fe r  to  the proportion of subjects  c la s s i f ie d  by the 
EDDI as non-anorexic who are non-anorexic. In Table 11, 
th e  f a l s e  p o s i t i v e  r a t e ,  f a l s e  nega t ive  r a t e ,  overa l l  
a c c u r a c y  r a t e ,  s e n s i t i v i t y ,  s p e c i f i c i t y ,  p o s i t i v e  
p red ic t ive  power, and negative p redic t ive  power are defined 
for the i n i t i a l  phase of the study.
U ti l iz ing  the t h i r t y —five items iden t if ied  by the 
discriminant analys is ,  two of the twenty—two anorexics were 
m isclass if ied  in to  the bulimic group, with the  remaining** 
3 0 . 3 7 .  co rrec t ly  c l a s s i f ie d .  There was a 1.8% fa lse
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p o s i t i v e  r a t e  and a .5% f a l s e  n e g a t i v e  r a t e  of 
c l a s s i f i c a t i o n  for the anorexia nervosa group. That i s ,
1.8% of non-anorexics were c la s s i f ie d  as anorexic by the 
EDDI, and .5% of anorexics were c la s s i f ie d  as non—anorexic 
by the t e s t .  The overall accuracy ra te  for the anorexic 
group was 97.7%, meaning that 97.7% of al subjects  were 
correc t ly  c la s s i f ie d  by the EDDI. The s e n s i t iv i ty  measure 
i n d i c a t e d  t h a t  90.9% of t h e  a n o re x ic  s u b je c t s  were 
correc t ly  c la s s i f ie d  by the EDDI. The s p e c i f i c i t y  measure 
in d ic a te d  th a t  98.1% of non-anorexics  were c l a s s i f i e d  
c o r r e c t l y .  The p o s i t i v e  p r e d i c t i v e  power, or t h e  
proportion of subjects  c la s s i f ie d  by the EDDI as anorexic 
who were anorex ic ,  was 74.1%. The negative predic tive  
power, or the proportion of subjects  c la s s i f ie d  as non- 
anorexic by the EDDI who were non-anorexic, was 99.5%.
In the bulimic group, s ix  (3.6%) were misclassif ied  
in to  the anorexic group, twelve (7.1%) in to  the compulsive 
overeater group, one (.59%) in to  the obese group, and two 
(1.2%) i n to  th e  normal group. There was a 1.0% false  
p o s i t i v e  r a t e ,  meaning th a t  1% of non—bul im ics  were 
c la s s i f ie d  bulimic by the EDDI. The fa lse  negative ra te  of
58
5.3% in d ic a te d  t h a t  5.3% ob bulimics were c la s s i f ie d  as 
non-bulimic by the EDDI. The overall accuracy ra te  for the 
bulimic group was 93.7%, indicating that  t h i s  percentage of 
bulimics and non-bulimics were correc tly  c la s s i f ie d  by the 
EDDI. The s e n s i t iv i ty ,  or proportion of bulimics who were 
c l a s s i f i e d  c o r r e c t l y  by th e  EDDI, was 87.6%. The 
s p e c i f i c i t y ,  or p r o p o r t io n  of non—bulim ics  who were 
c la s s i f ie d  correc t ly  by the EDDI, was 99.1%. The posit ive  
p r e d i c t i v e  power of the EDDI, or proportion of subjects  
c la s s i f ie d  as bulimic who were bulimic, was 97.4%. The 
negative predic tive  power, or proportion of subjects  
c la s s i f ie d  as non-bulimic who are non-bulimic, was 91.4%.
In the compulsive overeater group, there was a 4.8% 
fa lse  p os i t ive  c la s s i f ic a t io n  ra te ,  indicating that  4.8% of 
non-compulsive overeaters were c la s s i f ie d  as compulsive 
overeaters .  A 4.3% fa lse negative ra te  of c la s s i f ic a t io n  
i n d i c a t e s  t h a t  4.3% o f  com puls ive  o v e r e a t e r s  were 
c l a s s i f i e d  as  non-compulsive o v e re a te r s .  The o ve ra l l  
accuracy was 93.1%, in d ic a t in g  th a t  t h i s  percentage of 
compulsive overeaters and non-compulsive overeaters was 
c l a s s i f i e d  c o r r e c t l y  c l a s s i f i e d  by t h e  EDDI. The 
s e n s i t iv i ty  of the EDDI for the compulsive overeater group
59
TABLE 11
FALSE POSITIVE AND NEGATIVE RATES, OVERALL ACCURACY, 
SPECIFICITY, AND POSITIVE AND NEGATIVE PREDICTIVE
POWER OF THE EDDI: INITIAL PHASE
AN* BN* CO* 0* N*
False 
+ Rate 1.8'/. 1.0% 4.8% 4.37. 2.7%
False 
— Rate .57. 5.37. 4.37. 3.27. . 17.
Overall
Accuracy 97.7% 93.7% 90. 17. 93. 1% 97%
Sensi­
t i v i t y 9 0 .9 V . 87.8% 79. 87. 71.7% 98.7%
Speci­
f i c i ty 9B. 17. 99. 17. 93.97. 967. 96.6%
+ Pre­
d ic t ive  
Power 74. 17. 97.4% 77.97. 70. 27. 87. 17.
— Pre­
d ic t ive  
Power 99.57. 91.47. 94.57. 96.27. 99.77.
*AN=Anorexia Nervosa; ;BN=Bulimia Nervosa; CO=Compulsive 
Overeater; O-Obese; N=Normal
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was 79.8%, indicating that t h i s  percentage of compulsive 
o v e re a te r s  was c o r r e c t l y  c l a s s i f i e d  by the  EDOI. The 
proportion of non-compulsive overeaters who were c la s s i f ie d  
c o r r e c t l y  by th e  EDDI Cspeci f i c i t y )  was 93.9%. The 
posi t ive  p red ic tive  power, or the proportion of subjects 
c la s s i f ie d  by the EDDI as compulsive overeaters who were 
compulsive overeaters, was 77.9%. The negative predic tive  
power, or proportion of subjects  c la s s i f ie d  by the EDDI 
as non-compulsive overeaters who were non—compulsive 
overeaters, was 94.5%.
There was a 4.3% false  pos i t ive  ra te  for the obese 
group, indicating that  4.3% of non-obese were c la s s i f ie d  
as obese. A 3.2% false  negative ra te  of c la s s i f ic a t io n  
indicated that 3.2% of obese were c la s s i f ie d  as non-obese. 
The o v e ra l l  accuracy r a te  for the obese group indicated 
that  93.1% of obese and non-obese subjects  were co rrec t ly  
c la s s i f ie d  by the EDDI. Sensi t iv i ty  showed that 71.7% 
of obese subjects  were c la s s i f ie d  co rrec t ly  by the EDDI.
The s p e c i f i c i t y  r a te  of 96% indicated that 96% of non-obese 
were c o r r e c t l y  c l a s s i f i e d  by th e  EDDI. The p o s i t i v e  
p redic t ive  power, or proportion of subjects  c la s s i f ie d  by 
the EDDI as obese who are obese, was 70.2%. The negative
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predic tive  power, or proportion of subjects  c la s s i f ie d  
by the EDDI as non-obese who were non-obese, was 96.2%.
There was a 2.7% false pos it ive  ra te  and a .1% false 
n ega t iv e  r a t e  of c l a s s i f i c a t i o n  for the  normal group, 
indicating that  2.7% of the c l in ica l  subjects  were 
miscla5sified as normals, and .1% of normals were 
misclassif ied  as c l in ica l  subjects .  The overall accuracy 
r a te  of 97% indicated that  t h i s  percentage of subjects  was 
c o r r e c t l y  c l a s s i f i e d  by th e  EDDI. The s e n s i t i v i t y  
indicated that  98.7% of normals were c la s s i f ie d  correc tly  
by the EDDI, and the s p e c i f ic i ty  ra te  indicated that  96.6% 
of c l in ic a l  subjects  were c la s s i f ied  correc tly  by the EDDI. 
The posi t ive  predic tive  power, or proportion of subjects 
c la s s i f ie d  by the EDDI as normal who were normal was 87.1%. 
The n e g a t iv e  p re d ic t iv e  power, or p ro po r t ion  of non­
normals who were c la s s i f ie d  as non-normal subjects  by the 
EDDI, was 99.7%.
Factor an a ly s is . Factor analys is  of the EDDI yielded 
three fac tors ,  which were labelled  as: Factor 1 = Binge
Eating; Factor 2 = R est r ic t ive  Eating/Laxative Abuse; and
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Factor 3 = Purgative Behavior. A decision to re ta in  three 
factors  was based upon the following considerations. A 
scree p lo t ,  shown in Figure 2, suggested re ta in ing  four or 
five fac tors . However, using a factor loading c r i t e r io n  of 
.50, only the  f i r s t  th ree  fac to rs  had four or more items 
per factor.  In Figure 1, the scree plot of Eigenvalues 
The speci fic  EDDI items and factor loadings above .50 are 
shown in Table 12.
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Figure 2. Scree Plot of Eigenvalues.
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TABLE 12
EDDI: FACTORS AND FACTOR LOADINGS
Variable
Fac t  or
2
1. How much are you concerned 
about your binge eating?
2. Do you ever vomit during 
a binge?
3. I am s a t i s f i e d  with my 
eating pat terns .
4. Other people think I am 
too th in .
7. I feel tha t  food controls  
my l i f e .
10. Which of the following 
describes your feelings 
a f te r  a binge?
11. How often do you vomit 
a f te r  eating in order 
to  lose weight?
12. I eat a lo t  of food when 
I'm not hungry.
13. How often do you use 
r e s t r i c t i v e  d ie ts?
- .72
.82
-.78
.77
83
-.74
,80
.74
.57
14. I give too much time and 
thought to  food. .74
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Factor
1 2
16. My eating patterns  are 
d if feren t  from eating
pat te rns  of most people. .72
17. I take laxatives .  .55
13. Do you believe that  i t  i s  
eas ier  for you to  vomit 
than i t  i s  for most people?
20. Mould you presently  ca ll
yourself a "binge ea ter"?  .74
22. One of your best friends 
suddenly suggests tha t  you 
both eat at a new res taurant 
buffet tha t  n ight. Although 
you'd planned on eating 
something l igh t  at  home, 
you go ahead and eat out f 
eating quite  a lo t  and 
feeling fu l l .  How would 
you feel about yourself
on the r ide  home? -.71
23. Do you ever eat uncon­
t ro l l a b ly  to the point 
of s tu ff ing  yourself?
24. I feel sad or blue 
a f te r  eating more 
than I 'd  planned.
- .70
.78
3
-.74
26. I feel tha t  others 
would prefer i f
I a te  more. .88
££
Factor
I 2"
28. Most people I know would 
be amazed i f they knew 
how much food I can 
consume at a s i t t i n g .
29. I feel extremely gu i l ty  
a f te r  eating.
30. I am t e r r i f i e d  about 
being overweight.
31. I suffer  from 
constipation.
32. I p a r t ic u la r ly  avoid 
foods with a high 
carbohydrate content.
34. I avoid eating when 
I am hungry.
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,54
.55
. £2
.75
Factor l f or the Binge Eat Factor, contained fourteen 
items. The items in t h i s  factor included concern regarding 
binge ea ting, d is sa t i s fa c t io n  with eating pa t te rns ,  feeling 
out of control regarding food, eating a lo t  of food when 
not even hungry, thinking too much about food, abnormal 
eating pa t te rns ,  labell ing  s e l f  as a "binge ea ter" ,
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negative a f fec t  a f t e r  overeating, and uncontrollable binge 
eating. This factor appears to  measure eating large 
amounts of food, while feeling out of control with regard 
to  co n tro l  e a t in g  and food, and exper iencing  negat ive  
a f fec t  (sad, blue, s e l f -d is g u s t ) a f te r  binge ea ting. This 
factor was labelled Binge Eating, since most of the items 
pertained to  binge eating or negative affec t a f t e r  binging. 
The percent of variance accounted for by th i s  factor was 
33.47..
Factor 2, R est r ic t ive  Eating/Laxative Abuse, included 
six  items. Items re la ted  to  : o thers thinking that  the 
subjects  " is  too th in" , laxative  abuse, others preferr ing 
t h a t  t h e  su b je c t  in c re a se  food in ta k e ,  c o n s t ip a t io n ,  
avoidance of high carbohydrate  foods, and avoidance of 
eating when hungry were included in th i s  fac tor.  I t  
appears tha t  th i s  factor measures fee lings of pressure from 
others to  gain weight and eat more, avoidance of eating, 
and l a x a t iv e  abuse, thus ,  i t  was la b e l l e d  R e s t r i c t i v e  
Eating/Laxative Abuse. The variance accounted for by th i s  
factor was 13.7%.
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Finally , Factor 3, the Purgative Behavior Factor, 
inc luded four i tems. The items included purging v ia  
vomiting as a weight control technique, as well as frequent 
use of r e s t r i c t i v e  d ie ts .  The four items in th i s  factor 
concerned the use of vomiting and r e s t r i c t i v e  eating as a 
purgative method. Therefore, i t  was labelled  Purgative 
Behavior. Total variance accounted for by th i s  factor was 
12.0%. The to ta l  amount of variance explained by the Binge 
Eat, R est r ic t ive  Eating/Laxative Abuse, and Purgative 
Behavior fac to rs  was 59.2%.
Validation phase
T e s t —r e t e s t  r e l i a b i l i t y  and in t e r n a l  c o n s i s te n c y . 
Using the new sample of subjects ,  t e s t —re te s t  r e l i a b i l i t y  
co e ff ic ien ts  (Pearson Product Moment Correlations) for the 
three scales  were as follows: Factor 1 <r = .96); Factor 2
<r — .87); Factor 3 (r = .88). The r e l i a b i l i t y  coeff ic ient  
for the to ta l  score of the EDDI was r = .93. Coefficient 
a lphas  were computed for each scale ,  and were found to  
indicate  a high degree of in ternal  consistency: Factor 1 -
.85; Factor 2 = .79; and Factor 3 = .74.
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Discriminant a n a l y s i s . In order to  r e p l i c a t e  the  
findings of the discriminant analysis  in the I n i t i a l  Phase, 
the same discriminant function was used to  assess the ra te  
of c o r re c t  and in c o r re c t  c l a s s i f i c a t i o n  when using the 
EDDI. These r e s u l t s  are presented in Table 13. In Table 
14, a description of the findings (using fa lse  pos i t ive  and 
fa lse  negative r a te s ,  overall accuracy ra te ,  s e n s i t iv i ty ,  
s p e c i f ic i ty ,  and posi t ive  and negative predic tive  powers) 
for the Validation Sample i s  presented.
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TABLE 13
DISCRIMINANT ANALYSIS: EATING DISORDERS DIAGNOSTIC
INVENTORY—VALIDATION SAMPLE
i— — Group Assignment by —i 
Assigned | Discriminant Analysis |
Diagnostic | I
Group #/Gp. BN* CO* 0* N*
BN*
1
1 15
1
I 11
1
1 4 0
1
1 o
1
-1----------------
1 73.3%
—  1---------------------------
I 26.7%
1------------------
0% I 0%
I--------------------
CO*
1
1 15
1
1 o
1
1 12 2
1
I 1
1
-1----------------
1 0%
— 1---------------------------
I 80%
I------------------
13.3% I 6.7%
-1--------------------
0*
1
1 15
1
1 o
f
I 1 10
3
1 4
1
—  a----------------
1 0%
—  a-------------------------
I 6.7 %
1------------------
66.7% I 26.7%
1--------------------
N*
3
3 15
i
1 o
I
1 o 3
1
1 12
I
|
] 0% I 0% 20% I 80%
i
*BN 
0 =
= Bulimia 
Obese; N =
- 1 _ 
Nervosa; CO =
= Normal
Compulsive Overeater;
In t o t a l , fi fteen of the to ta l  60 subjects (25%) were
misclassif ied  when u t i l i z in g  the EDDI with th i s  sample of 
s u b je c t s .  Therefore, the  overall correc t c la s s i f ic a t io n  
ra te  of 75% i s  lower than the 85.5% correct c la s s i f ic a t io n  
ra te  of the I n i t i a l  Phase of the study. Eleven (73.3%) of
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bul im ics  were a c c u ra te ly  c la s s i f ie d ,  with 2£.7% of th i s  
group inaccurately placed in to  the compulsive overeater 
group. Thus, there  was a 07. fa lse  pos i t ive  ra te  and a 77. 
fa lse negative r a te  of c la s s i f ic a t io n  for the bulimic 
group. The overall accuracy ra te  indicates tha t 33.3% of 
bulimic and non-bulimic subjects  were co rrec tly  c la s s i f ie d  
by the  EDDI. The s e n s i t i v i t y  r a t e ,  or p ropo r t ion  of 
bulimics who were c la s s i f ie d  correc t ly  by the EDDI, was 
73.3%. The s p e c i f i c i t y ,  or proportion of non-bulimics who 
were c la s s i f ie d  co rrec t ly  by the t e s t ,  was 100%. Posit ive  
p red ic tive  power, or proportion of subjects  c la s s i f ie d  by 
the EDDI as bulimic who wet q bulimic, was 100%. Finally , 
t h e  n eg a t iv e  p r e d i c t iv e  power, or p ropor t ion  of non- 
bulimics were c la s s i f ie d  as non-bulimic was 91.8%.
The fa lse pos i t ive  ra te  in the Validation Sample (0%) 
was less  than in the I n i t i a l  Sample (1%), indicating that 
the EDDI misclass if ied  more non-bulimics as bulimic in the 
I n i t i a l  Sample than in the Validation Sample. However, 
s e n s i t iv i ty  in the Validation Sample was much lower (73.3%) 
than in the I n i t i a l  Sample (87.6%).
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Eighty percent (12) of the compulsive overeater 
group was accurately  c la s s i f ie d ,  with three subjects  being 
in a c c u ra te ly  p laced in to  the  obese (two s u b je c t s )  and 
normal (one subject) catagories.  There was an 8% false 
p o s i t i v e  r a t e  and a 5% f a l s e  nega t ive  r a t e  for the  
compulsive over eater group. That i s ,  8 % of non-compulsive 
o v e r e a t e r s  were c l a s s i f i e d  by the  EDDI as  compulsive 
overeaters ,  and 5)1 of compulsive overeaters were c la s s i f ie d  
as  non -com p u ls iv e  o v e r e a t e r s .  The o v e ra l l  accuracy 
indicated that  86.7)1 of compulsive over ea ter and non­
compulsive overeater subj'ects were co rrec tly  c la s s i f ie d  
by the EDDI. The s e n s i t iv i ty  r a te  of BOV. indicated that  
th i s  percentage of compulsive overeaters were co rrec t ly  
c la s s i f ie d  by the EDDI. The sp e c i f i c i t y  ra te  indicated 
that  88.9)1 of non—compulsive overeaters  were correc t ly  
c la s s i f ie d  by the EDDI. The posi t ive  predic tive  power, 
or p r o p o r t i o n  o f  s u b je c t s  c l a s s i f i e d  by th e  EDDI as
i
compulsive overeaters who were compulsive overeaters, was 
100%. The negative predic t ive  power, or proportion of 
subjects  c la s s i f ie d  as non—compulsive overeaters who were 
non-compulsive overeaters, was 93%. The fa lse p os i t ive
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r a t e  was h ig h e r  f or th e  V al ida t ion  Sample (B.37.) as 
compared to  the In i t i a l  Sample (4.8%), indicating that 
there  were more non—compulsive overeaters m isclass if ied  
as compulsive overeaters in the I n i t i a l  vs. Validation 
Sample. Also, s p e c i f i c i t y  was bet ter  in the I n i t i a l  
Sample (93.9%) than in the Validation Sample (88.9%). 
Posit ive  p red ic tive  power for the compulsive overeater 
group in the  In i t i a l  Sample was 77.9%, as compared to 
70.1%, indicating that the proportion of compulsive 
overeaters who were accurately c la s s i f ie d  was greater 
in the I n i t i a l  Sample than in the Validation Sample.
In t h e  obese  g roup ,  t e n  (66.%) were a c c u r a t e l y  
c l a s s i f ie d ,  with one (6.7%) placed in to  the compulsive 
overeater group, and four (26.7%) placed inaccurately  into 
the normal group. There was an 8% fa lse pos i t ive  r a te  and 
an 8% fa lse  negative ra te  for the obese group, meaning that 
8% of non-obese were m isclass if ied  as obese by the EDDI, 
and 8% of obese were mi sc 1 a s s i  f ied as non-obese by the 
t e s t .  The overall accuracy r a t e  of 83.3% indicated that 
th i s  percentage of subjects  was correc t ly  c la s s i f ie d  by the 
EDDI. S ensi t iv i ty  indicated tha t  66.7% of obese were
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c la s s i f ie d  as obese by the EDDI. Speci f ic i ty  was 88.9%, 
indicating that most non-obese were co rrec t ly  c la s s i f ie d  
by th e  EDDI. P o s i t i v e  p r e d i c t i v e  power was 66.7%, 
indicating that only two out of three obese subjects  was 
c l a s s i f i e d  by t h e  EDDI as obese. F i n a l l y ,  nega t ive  
p r e d i c t i v e  power i n d i c a t e d  t h a t  88.9% of  s u b j e c t s  
c la s s i f ie d  as non-obese were non-obese. As a whole, obese 
s u b j e c t s  in t h e  I n i t i a l  Sample were c l a s s i f i e d  more 
accurately than in the Validation Sample.
Finally , eighty percent C12) of normal subjects  
were ac c u r a t e l y  c l a s s i f i e d ,  with t he  remaining twenty 
percent (3) being inaccurately placed into the obese group. 
There was an 8% fa lse  pos i t ive  ra te  and a 5% fa lse negative 
r a t e  for the normal group. Overall accuracy indicated that 
86.7% of normal and c l i n i c a l  s u b je c t s  were c o r r e c t l y  
c la s s i f ie d  by the EDDI. S en si t iv i ty  indicated that  80% of 
n o r m a l s  were  a c c u r a t e l y  c l a s s i f i e d  by t h e  EDDI. 
S peci f ic i ty  was 66.7%, indicating that  only two—th ird s  
of non-normals were c la s s i f ie d  correc t ly  by the EDDI. 
Posit ive p redic t ive  power, or proportion of subjects  
c la s s i f ie d  by the EDDI as normal who were normal, was also
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low, i . e . ,  7 0 .& V . . Negative p red ic tive  power, or proportion 
of subjects  c la s s i f ie d  by the EDDI as non-normal, was S 3 V .. 
As with the obese group, as a whole, normal subjects  were 
c l a s s i f i e d  more a c c u r a t e l y  in the  I n i t i a l  Sample as 
compared with the Validation Sample.
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TABLE 14
FALSE POSITIVE AND NEGATIVE RATES, OVERALL ACCURACY 
SENSITIVITY, SPECIFICITY, POSITIVE AND NEGATIVE 
PREDICTIVE POWER RATES: VALIDATION SAMPLE
BN* CO* 0* N*
False 
+ Rate 07.
1
5
1 8.37.
I
1
1
8.3% | 
1
8.37. E
False 
— Rate 6.77.
1
1
i 57. 
I
1
I
8.3% | 
t
5% 1
Overal1 
Accuracy 93.37.
1
1
1 86.77. 
1
1
1
83.37. I 
1
86.7% I
S ensi t iv i ty 73.37.
!
1 80% 
I _
I
66.77. [
r
807. t
Speci f i c i t y 100%
!
I 88.97. 
1
i
88.9% I 66.77. 1
+ Predic tive  
Power 1007.
1
1 70.1% 
1 i 
1
i
tn tn ■ VI
1 1
70.6% 1
-  Predic tive  
Power 91.87.
I
1
1 93%
I
1
88.9% | 93% |
- I -  ,r  ...— „ ------TT M ■--------r ■ ■ i ■ - 1„— — — — - t - ^ t  ■
*BN=Bulimia Nervosa; CO=Compulsive Overeater; 0=0bese; 
N^Normal
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A comparison of the discriminant function of the 
I n i t i a l  Sample with the Validation Sample i s  made in 
Table 15. In th i s  tab le ,  data from the I n i t i a l  Sample 
are shown in the top r ight  hal f ,  and the data from the 
Validation Sample are shown in the bottom l e f t  ha lf  of 
the tab le .  The comparison i s  based on the generalized 
squared distance from each of the five diagnostic 
groups. This comparison i s  of in te r e s t ,  as i t  indica tes  
the pattern  of d ifferences between groups in both samples, 
based on the discriminant function.
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TABLE 15
GENERALIZED SQUARED DISTANCE FROM EACH OF THE 
DIAGNOSTIC GROUPS
AN* BN* CO* 0* N*
______________
AN* 20.70 25.61 27.41 34.09
BN*   10.36 14.82 22.65
CO*   15.36 4.16 18.02
0*   24.97 8.64 14.83
N*   30.39 15.72 3.36
VALIDATION SAMPLE
*AN=Anorexia Nervosa; BN=Bulimia Nervosa; CO=Compulsive 
Overeater; 0=Qbese; N=Normal
Based upon these data, i t  appears tha t  the bulimia 
nervosa group and compulsive overeater groups were closer 
in the i n i t i a l  discriminant function than they were in the
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V alida t ion  Sample. The compulsive overeater and obese 
groups follow a similar pa t te rn .  The compulsive overeater 
group and obese group are closer in the I n i t i a l  Sample than 
they were in the Validation Sample. Finally , the obese 
and normal groups were much closer in the Validation Sample 
than in th e  I n i t i a l  Sample. A r e p re s e n ta t io n  of the  
r e l a t io n s h ip  between groups, based upon data reported in 
Table 15 i s  shown in Figure 3. As can be seen, a major 
d i f f e r e n c e  between the  two samples was t h a t ,  in the  
Validation Phase, the obese group was much more similar to 
the normal group than in the I n i t i a l  Sample.
t
so
I I I  I I
INITIAL |---------------1----------1----------------------------1----------------------------------------1
SAMPLE I I I  I I
AN BN CO OB N
VALIDATION | I I I
SAMPLE |---------------------------------1---------------------------1-----------------1
I I I I
BN CO OB N
Figure 3. Relationship Between Diagnostic 
Groups: I n i t i a l  and Validation
Samples
This p a t t e r n  may have occurred due to the manner in 
which the subjects  were recrui ted .  In the I n i t i a l  Sampley 
t h e  s u b j e c t s  were p r i m a r i l y  r e c r u i t e d  from c l i n i c a l  
se t t in g s ,  with the exception of the normal group, which was 
obtained from undergraduate psychology c lasses .  In the 
Validation Sample, the bulimia nervosa group was t o t a l ly
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recrui ted  from c l in ic a l  s e t t in g s .  F i f ty - th ree  percent 
(8 of 15 subjects)  of the compulsive overeater group was 
recruited  from c l in ic a l  s e t t in g s  and 4771 (7 of 15 subjects) 
from undergraduate psychology c lasses .  The di fferences 
in group recruitment may have led to  le s s  pathological 
groups in the Validation Sample, as those recruited  from 
c l in ic a l  s e t t in g s  are typ ica l ly  in some d is t r e s s ,  which 
leads them to  seek treatment. Those recrui ted  from 
non-clin ica l s e t t in g s  may not have experienced s ign if ican t  
d i s t r e s s  reg ard ing  t h e i r  weight or e a t in g  behav iors .  
Because the compulsive overeater and obese groups a l l  
had a portion or a l l  subjects  recruited  from non-clin ical 
s e t t in g s ,  they may have been d if feren t  from the compulsive 
overeater and obese groups in the I n i t i a l  Sample.
Concurrent v a l i d i t y .  Using Pearson Product Moment 
c o r r e l a t i o n  c o e f f i c i e n t s ,  the three fac tors  of the EDDI 
were co r re la ted  with other measures of eating disordered 
symptomology as a measure of concurrent v a l id i ty .  The Body 
Image Assessment (BIA) current body s ize  (CBS) and ideal 
body s ize  (IBS) measures, the Eating Disorders Inventory
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CEDI) s c a l e s ,  and the  Interview for Diagnosis of Eating 
D isorders  CIDED) Anorexia Nervosa CAN), Bulimia Nervosa 
CBN), and Compulsive Overeating CCO) to ta l  ra t ing  scores 
were a l l  used as measures of concurrent v a l id i ty .  These 
r e s u l t s  are presented in Table 1.
TABLE 1&
EDDI FACTORS—CORRELATIONS WITH BODY IMAGE ASSESSMENT, 
EATING DISORDERS INVENTORY, AND INTERVIEW FOR DIAGNOSIS 
OF EATING DISORDERS SCORES
RESTRICTIVE
EATING/
ASSESSMENT
SCALE
BINGE
EAT
FACTOR
LAXATIVE
ABUSE
FACTOR
PURGATIVE
BEHAVIOR
FACTOR
EDDI
TOTAL
SCORE
1
BIA CBS
1
. 16 | 
1
.41** | - .  16 .26*
1
BIA IBS
1
. 16 |
1
. 10 | -.33** - .  10
1
EDI DFT
1
.29* I 
. 1
1
.40** | 
1
.28* .64***
1
EDI BU
1
.55*** | 
1
1
-23 | .25 .68***
1
EDI BD
__  I,
1
. 16 |
_ __ - I,-
1
. 18 |
1
.05 .36**
1
EDI IN
1
.09 |
1
. 19 1 .17 .39**
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ASSESSMENT
SCALE
BINGE
EAT
FACTOR
RESTRICTIVE
EATING/
LAXATIVE PURGATIVE 
ABUSE BEHAVIOR 
FACTOR FACTOR
EDDI
TOTAL
SCORE
1 | 
edi p g 
1
.25 . 19 | . 10 .26*
1 1 
EDI ID | 
1
. 17 .33** | .21 .49***
1 1
EDI IA 1
S
. 13 .22 | .01 .34**
1 |
EDI MF | 
1
10 .07 | . 19 .21
1 1
IDED AN I 
1
.45** .77*** | .75*** .40**
1 I
IDED BN | 
!
.77*** .56*** | .39** .43**
1 1 
IDED CO | 
...............1
.75*** .68*** { . 10 .42**
*e. < .05
**E. <. -01 
***E <. -001
Is BIA CB5=Body Image Assessment Current Body Size; BIA 
IBS=Body Image Assessment Ideal Body Size; EDI DFT= 
Eating Disorders Inventory Drive for Thinness; EDI 
BU=Eating Disorders Inventory Bulimia; EDI BD= Eating 
Disorders Inventory Body D issa t is fac t ion ;  EDI IN= 
Eating Disorders Inventory Ineffectiveness; EDI P= 
Eating Disorders Inventory Perfectionism; EDI ID= 
Eating Disorders Inventory Interpersonal Dis trust ;
EDI IA=Eating Disorders Inventory Interoceptive 
Awareness; EDI MF=Eating Disorders Inventory Maturity 
Fears; IDED AN=Interview for Diagnosis of Eating 
Disorders Anorexia Nervosa; IDED BN=Interview for 
Diagnosis of Eating Disorders Bulimia Nervosa; IDED 
C0=Interview for Diagnosis of Eating Disorders 
Compulsive Overeating
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The Binge Eating factor was s ig n i f ic an t ly  correla ted 
w ith  th e  IDED Anorexia Nervosa, Bulimia Nervosa, and 
Compulsive Overeater sca les,  as well as the EDI Drive for 
Thinness and Bulimia s c a l e s .  After examination of the 
items which were included in the Binge Eating fac tor,  
i t  i s  clear why the anorexia nervosa, bulimia nervosa, 
and compulsive overeater sca les  of the IDED, as well 
as the EDI scales  were s ig n i f ic an t ly  corre la ted  with th is  
fac tor .  This factor not only includes items which measure 
the behavior and feelings about binge eating, but feelings 
about e a t in g  in general (e .g . ,  giving too much time and 
thought to food, feeling gu il ty  a f te r  eating, e t c . ) .
The Binge Eating fa c to r  did not c o r r e l a t e  with scales 
measuring body s ize  disturbance or d is s a t i s fa c t io n ,  or the 
EDI scales  which measure constructs  less  re la ted  to  eating 
disorder symptomology.
The R e s t r i c t i v e  E a t in g /L a x a t iv e  Abuse fac to r  was 
s i g n i f i c a n t l y  corre la ted  with the BIA CBS, IDED Anorexia 
Nervosa, Bulimia Nervosa, and Compulsive Overeater scale, 
as well as the EDI Drive for Thinness sca le .  This factor 
seems to  measure feelings of a larger-than-normal body s ize
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(although recognizing that  o thers think she i s  "too th in ”), 
a d i s t r u s t  of o thers,  and a very high drive for thinness. 
This factor did not co rre la te  with the BIA Ideal Body Size 
measure, or EDI Bulimia or Body D issa t is fac t ion  scales.  
Also, the EDI scales  measuring constructs  less  re la ted  to 
eating disorder symptomology (with the exception of the 
Interpersonal Distrust sca le ) ,  were uncorrelated with 
t h i s  fac tor.
F i n a l l y ,  t h e  P u r g a t i v e  B e h a v io r  f a c t o r  was 
s i g n i f i c a n t l y  correla ted  with the BIA IBS, IDED Anorexia 
Nervosa s c a le ,  IDED Bulimia Nervosa scale , and the EDI 
Drive for Thinness and Bulimia scales . This factor 
included items which endorsed a des ire  for a lower-than- 
normal ideal body s ize ,  high motivation for thinness, and 
use of extreme measures to  accomplish th i s  goal (e .g . ,  
vomiting or r e s t r i c t i v e  e a t i n g ) .  This fa c to r  did not 
co rre la te  with BIA Current Body Size measure, EDI Body 
D issa t is fac t ion  scale ,  or EDI scales measuring constructs  
less  re la ted  to  eating disorder symptomology, or the IDED 
Compulsive Overeating scale .
In order to  further assess concurrent v a l id i ty  of the
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EDDI, the to ta l  score of the measure was compared with the 
BIA and th e  EDI, u t i l i z i n g  P earson  P roduc t  Moment 
Correlation Coeffic ients .  These r e s u l t s  are also  presented 
in Table 16. The to ta l  score of the EDDI was s ig n i f ic an t ly  
c o r r e l a t e d  with the BIA CBS, the EDI Drive for Thinness 
scale , EDI Bulimia scale ,  EDI Body D issa t is fac t ion  
scale , EDI Ineffectiveness sca le , EDI Perfectionism 
s c a l e ,  EDI I n t e r p e r s o n a l  D i s t r u s t  s c a l e ,  and EDI 
Interoceptive Awareness scale.
These r e s u l t s  a r e  i n d i c a t i v e  of a high leve l  of 
concordance between the three measures: the EDDI, the BIA,
and the EDI. The only measures which were not s ig n i f ic an t ly  
correla ted  with the EDDI to ta l  score was the BIA Ideal Body 
Size and the EDI Maturity Fears scale . The BIA Ideal Body 
S ize ,  however, was shown to be s ig n i f ic an t ly  correla ted 
with a factor of the EDDI. In regard to  the EDI Maturity 
Fears  s c a le  the  EDDI does not purpor t  to  measure th is  
construct,  and so no re la tionsh ip  between the 
two was expected.
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DISCUSSION
The diagnostic guidelines regarding eating disorders 
have,  w i th in  t h e  l a s t  t h i r t y  y e a r s ,  undergone many 
revis ions .  The changing c r i t e r i a  for these disorders have 
subsequently led to  changes in the assessment 
instruments which have been used in research and treatment 
of eating disorders pa t ien ts .  For example, measures which 
were designed to  assess the  DSM-III c r i t e r i a  of bulimia are 
now ou tda ted ,  as the  c r i t e r i a  for bulimia nervosa were 
s ig n i f ic an t ly  a l tered  with the publication of the 
DSM—I I I — R. A thorough review of the  ex is ting  research
l i t e r a t u r e  regard ing  the  assessment of eating disorders 
indicates  tha t  there i s  no one instrument which 
was designed to  assess a l l  four eating disorders: anorexia
n e r v o s a ,  b u l im ia  nervosa, compulsive o vere a t in g ,  and 
obesity. The Eating Disorders Diagnostic Inventory (EDDI) 
was constructed to  serve th i s  purpose.
An i n i t i a l  stepwise discriminant analys is  of the EDDI 
in d ic a te d  t h a t  th e  t e s t  was able to  discriminate groups 
with an 85.5% accuracy ra te .  However, with the validation
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sample, an overall accuracy r a te  of 755i was found, which is  
a l e s s  acce p tab le  r a t e  of d is c r im in a t io n  among groups. 
This reduction in successful c la s s i f ic a t io n  r a t e  may have 
been affected by the d i f fe ren t  method in which the subjects  
were recru i ted  in the two samples. The eating disordered 
sub jects  ( i . e . ,  anorexics, bulimics, compulsive overeaters, 
and obese) in the i n i t i a l  sample were seeking treatment for 
th e i r  eating disorder.  Some level of d is s a t i s fa c t io n  with 
th e i r  ea ting, weight, or other problems i s  implied by the 
fact tha t  these subjects  were seeking help. However, 
t h e  e a t i n g  d i s o rd e re d  s u b je c t s  (bu l im ics ,  compulsive 
o v e re a te r s ,  obese) in th e  v a l id a t io n  sample were from 
c l in ic a l  se t t in g s ,  as well as from a non-clin ica l se t t in g .  
The obese group in th i s  sample was.especially  affected  by
th e  d i f f e r e n c e  in recruitment method, as t h i s  group was
t o t a l l y  from a n o n -c l in ic a l  population, i . e . ,  none were 
s e e k in g  w e ig h t—l o s s  t r e a tm e n t .  This d i f f e r e n c e  was 
re f lec ted  in the  mean weights of the obese groups in the 
two sam p les .  The group in  t h e  i n i t i a l  sample was
approximately SO pounds heavier than the obese group in the
validation sample. Examination of Table 15 and Figure 3
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show the pattern  of d i fferences in the groups. In the 
I n i t i a l  Sample, the  ea t in g  d is o rd e r s  groups were more 
c lo s e ly  r e l a t e d  on a continuum, and le s s  similar to  the 
normal group , based upon the  d isc r im inan t  func t ion .  
However, in the Validation Sample, the compulsive overeater 
and obese groups were more similar to  the normal group than 
in the I n i t i a l  Sample. That i s ,  they may have been less  
"pathological" in regard to  eating disorder symptomology in 
the  Validation Sample than in the I n i t i a l  Sample. Savin 
(1989) found th a t  th e r e  were two types  of compulsive 
overeaters: those who were concerned about body s ize ,  and
those  who were no t .  I t  may be that the I n i t i a l  Sample 
in c lu d e d  an o v e r p r o p o r t i o n  of t h e  fo rm er ,  and th e  
Validation Sample was overrepresented by those unconcerned 
w ith  body s i z e .  This s p e cu la t io n  i s  based upon the  
assumption that  level of concern regarding body s ize  i s  
associated with seeking vs. not seeking treatment.
Factor analysis  of the EDDI derived three  fac tors:
Binge Eating, R est r ic t ive  Eating/Laxative Abuse, and 
Purgative Behaviors. An examination of Table 9 shows 
tha t  these problem areas are  indicat ive  of the cardinal
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b e h a v i o r a l  c h a r a c t e r i s t i c s  o f  o b e s i t y ,  com puls ive  
overeating, bulimia nervosa, and anorexia nervosa.
Obese individuals report occasional binge eating, as well 
as attempts to  control th e i r  weight via r e s t r i c t i v e  d ie ts  
(Williamson, et a l , 1990). Purgative behavior, however, i s  
not seen in obese p a t ien ts .  A primary ch a rac te r is t ic  of 
compulsive overea t ing  i s  binge e a t in g ,  and r e s t r i c t i v e  
d ieting i s  often used in an attempt to  control weight 
problems resu l t ing  from the binge eating. Purging is  not 
seen in compulsive o v e re a te r s .  All th re e  f a c to r s  are 
relevant to  the typical presenting pic tu re  of bulimia.
Binge eating and purgative behavior are primary symptoms of 
bul im ia ,  and r e s t r i c t i v e  e a t in g  i s  a lso  very commonly 
r e p o r t e d .  F i n a l l y ,  r e s t r i c t i v e  ea t in g  i s  a primary 
ch a ra c te r is t ic  of anorexia. However, binge eating and 
purging are only ra re ly  reported. Although there  are other 
c h a ra c te r is t ic s  of eating disorders,  the three ref lec ted  in 
the three fac tors  iden t if ied  in the EDDI seem to  be an 
excellent representa tion of the primary symptoms across the 
four eating disordered populations represented in 
th i s  study.
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However, based on the r e s u l t s  of th i s  study, there 
a re  sev era l  problems which must be addressed before the 
EDDI can be said to  t ru ly  be an assessment tool to  be used 
with every eating disordered population. F i r s t ,  and most 
i m p o r t a n t l y ,  an an o rex ic  group must be ob ta ined and 
a s s e s s e d .  Due to  t h e  s e v e r e r  p a th o lo g y  t y p i c a l l y  
associated with anorexia nervosa (see Table 91, i t  i s  
predicted that  t h i s  group would most l ik e ly  be diagnosed by 
the  EDDI with a high degree of accuracy (similar to  the 
level of accuracy that the bulimic group was diagnosed). 
This must be proven e m p ir ic a l ly  by a sse ss in g  a second 
sample of  a n o r e x i c s ,  and en te r in g  t h e i r  da ta  in the  
discriminant analysis .
A second problem with the EDDI concern the groups of 
obese  and co m pu ls ive  o v e r e a t e r  s u b j e c t s  which were 
recrui ted  for the validation sample of the study. The 
obese group was a non-clin ical sample, and almost half 
of the compulsive overeater group were not ac tively  seeking 
t r e a t m e n t .  T h ese  s u b j e c t s  w ere  r e c r u i t e d  from 
undergraduate psychology c lasses.  In the I n i t i a l  
Sample, a l l  of the subjects  in these two groups were
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seeking treatment for th e i r  condition, which suggest tha t  
they were d i s s a t i s f i e d  with th e i r  weight. As a r e su l t ,  
there was l i t t l e  d i f f i c u l ty  in d i f fe ren t ia t in g  between the 
compulsive overeater, obese, and normal subjects  in the 
I n i t i a l  Sample, but some problems of c la s s i f ic a t io n  in the 
V a l i d a t i o n  Sample. A c l i n i c a l  sample of obese and 
compulsive overeater subjects  i s  needed for the Validation 
Sample in order to  a c c u ra te ly  assess how well the EDDI 
d i f f e r e n t i a t e s  between ea t in g  d iso rd ered  s u b je c t s  who 
des ire  treatment and normals.
Assuming that  the discriminant v a l id i ty  of the EDDI 
can be improved, i t  has several s trengths r e l a t iv e  to  the 
B ulim ia  T e s t ,  t h e  E a t ing  A t t i t u d e s  Tes t ,  the  Eating 
Questionnaire-Revised, or the Eating Disorders Inventory.
I t  i s  a r e l i a b l e  instrument, based upon the t e s t - r e t e s t  
c o r r e l a t i o n  c o e f f i c i e n t s  and c o e f f i c i e n t  a l p h a s .  
Concurrent v a l id i ty  was established in the present study. 
T h re e  f a c t o r s  m e a s u r in g  t h r e e  p r im ary  b e h a v i o r a l  
c h a ra c te r is t i c s  of eating disorders were derived. Thus, 
i t  i s  a b r i e f  (35 items! instrument which r e l i ab ly  assesses 
the behavioral c h a ra c te r is t i c s  of bulimia nervosa,
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compulsive o v ere a t in g ,  and obesity. In comparison, the 
EAT, BULIT, EQ-R, and EDI are about four times longer
( to ta l  number of items ~ 155) and do not add a great deal
more information. For example, the EAT primarily measures 
r e s t r i c t i v e  ea ting, the BULIT measures binge eating and 
purgative behaviors, and the EQ-R measures binge eating 
and purgative behaviors. The EDI adds other fac to rs ,  but
most of these are only per iphera l ly  re la ted  to  core
eating disorders psychopathology, e .g . ,  maturity fears, 
ineffectiveness,  and interpersonal d i s t r u s t .
I t  appears tha t  the EDDI could be used for two aspects 
of evalua ting  the eating disorders . F i r s t ,  d i f fe re n t ia l  
d iag no s is  of eating disorders p a t ien ts ,  based on cut -off  
scores would be of great u t i l i t y .  This function of the 
EDDI needs to  be strengthened by future research, as was 
d iscussed  e a r l i e r .  At p re s e n t ,  multiple t e s t s  must be 
administered to d i f f e r e n t i a l ly  diagnose eating disorders 
p a t ien ts .  A second use of the EDDI would be to  u t i l i z e  the 
fa c to r  (or s c a le )  sco re s  for d esc r ib ing  the individual 
d ifferences of each pa t ien t ,  and therefore f a c i l i t a t e  
appropriate treatment planning. For example, a bulimic
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pat ien t  whose scores indicated a severe problem of 
binge eating and r e s t r i c t i v e  ea t ing / lax a t ive  abuse, yet 
had a lower score  on the purgative scale , might benefit 
from a treatment target ing  appropriate eating habits  
(cessation of binge eating, increased "normalized" ea t ing) .  
A pat ien t  who had a high score on the Purgative Behavior 
sca le ,  with a moderate score on the Binge Eating scale ,  and 
a low score on the R es t r ic t ive  Eating/Laxative Abuse 
s c a l e ,  might r e q u i re  a d i f f e r e n t  t rea tm en t  p lan .  The 
second case, based on her sca le scores, might benefit  from 
treatment which focused upon elimination of purgative 
habi ts ,  e . g . ,  exposure with response prevention (Rosen 
& Leitenberg, 1982). Pat ien ts  within a diagnostic category 
a re  o f ten  very d i f fe ren t  in the pattern  and sever i ty  of 
symptoms that  they present. Therefore, they may benefit 
from a more symptom—specif ic  treatment program. The 
three  fac tors  (scales) of the EDDI could also be used to 
evaluate treatment outcome, s ince i t  measures the primary 
behavioral c h a ra c te r is t ic s  of anorexia nervosa, bulimia 
nervosa, obesity, and compulsive overeating.
Computerized psychological assessment i s  becoming much
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more prevalent in the area of assessment (Burke & Normand, 
1987). The benef i ts  of computerization of a t e s t  include 
e f f i c i e n t  use of c l i n i c i a n ' s  time and standardization of 
administration and scoring. Since the general population 
i s  becoming more familiar with computerized services 
( e .g . f banking, home computers, word processing), the use 
of the computer for assessment also i s  more feas ib le than 
i t  would h av e  been even t e n  y e a r s  ago. Using a 
computerized version of the EDDI may be of u t i l i t y  in the 
fu tu re .  Kobak, Reynolds, Rosenfeld , and Greist (1990) 
developed and validated a computerized version of the 
Hamilton D ep res s io n  R a t ing  S c a l e ,  and found a high 
co rre la t ion  (.96) between the paper—and-penci1 and 
computerized versions of the t e s t .  A similar investigation 
of a computerized version of the EDDI would be useful for 
the afore—mentioned benef i ts .  Also, the computerization 
of the  EDDI could be use fu l  in re se a rc h ,  f a c i l i t a t i n g  
te s t in g  large number of subjects  with a minimum of time and 
maximum amount of general izabi1i t y  (Kobak, e t a l , 1990). 
Computerization of the EDDI would involve a t leas t  two data 
analytic  s teps .  F i r s t ,  the  response of subjects  to  each
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item would be entered in to  the discriminant function. This 
analys is  would ( ideally)  yield  an estimate of the sub ject ’ s 
membership in one of five diagnostic ca tagories (anorexia 
nervosa, bulimia nervosa, obesity, compulsive overeating, 
normal). The second s tep  would involve ca lcula tion of 
sca le scores based upon the factor analysis  of the EDDI. 
This computerized version of the EDDI would be quite 
economical and would provide useful diagnostic and 
descr ip t ive  data re la ted  to the eating disorders.
Therefore, t h i s  study can not yet said to be completed. 
The r e l i a b i l i t y  and concurrent va l id i ty  of the EDDI i s  
s a t i s f a c t o r y ,  based upon the  f ind ings  of t h i s  s tudy . 
However, before the EDDI can be used with any cer ta in ty ,  
two groups must be obtained and assessed: an anorexia
nervosa group, and a c l in ica l  obesity group. By including 
these two groups, a more d e f in i t iv e  p ic tu re  of the 
discriminant v a l id i ty  of the Eating Disorders Diagnostic 
Inventory can be obtained.
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INTERVIEW FOR DIAGNOSIS OF EATING DISORDERS <IDED>
DATE_______________ NAME________________________________________________
AGE_______ RACE_______ DATE OF BIRTH________________
HEIGHT_______________ WEIGHT_________ TELEPHONE #_______________
ADDRESS________________________________________________________________________
REFERRED BY__________________________________________________________________
EMERGENCY CONTACT_________________________________________________________
PHONE #______________  RELATIONSHIP____________________________________
I. General Assessment and History
A. INTRODUCTORY QUESTIONS
1. Would you b r ie f ly  describe the problems or concerns 
are cu rren tly  experiencing with your eating?
Breakfast:
Lunch:
Dinner:
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B. WEIGHT/EATING HISTORY
1. What has been your highest and lowest weight? When?
2. Were you overweight as a child? Y N (Describe)
3. Were you/are you overweight as an adolescent? Y N 
(Describe)
4. What has been the course of your eating problems? 
(How the behavior began, increases, decreases, 
changes in ea tin g .)
5. Do you avoid eating  ce r ta in  foods? Y N (Describe)
6. What emotional reaction  occurs when you eat these
“forbidden" foods? (Foods which are  avoided or purged 
due to  a b e l ie f  th a t  the foods will lead to  rapid and 
s ig n if ic an t  weight gain)
MEDICAL PROBLEMS
Have you had any medical/dental problems? (Check for 
lethargy, dehydration, d izz iness , LBP, HBP, tooth 
erosion, thyroid problems, diabetes)
FAMILY SITUATION
How many members are  there  in your household?
Do they know about your eating problems? Y N 
If  Yes, how do they re a c t /fe e l  about your eating 
disorder?
Would they p a r t ic ip a te  in your treatment? Y N
Anorexia Nervosa
Do you curren tly  go periods of time without eating 
(s ta rva tion ) to  control your weight? Y N 
( I f  Yes, please describe .)
When did you f i r s t  begin to  lose w e ig h t/re s tr ic t  
your eating?
Ill
Are there  any fac to rs /s i tu a t io n s  which seem to  
increase or decrease periods of r e s t r i c t iv e  eating?
2. Do you feel tha t your weight i s  normal? Y N 
(Describe)
3. What emotional reaction  would you have i f  you lo s t
2 lb s .? ________________________________________________________________
5 lb s .? ________________________________________________________________
10 lb s .? _______________________________________________________________
What emotional reaction  would you have i f  you gained 
2 lb s .? ________________________________________________________________
5 lb s .? ________________________________________________________________
10 lb s .? _______________________________________________________________
4. Do you wish to  be thinner than you are  now? Y N 
( I f  Yes, ask what body areas should be th inn er .)
What i s  your goal weight?
Do you think or worry a lo t  about your weight and 
body size?
Do you often feel " f a tu when you gain only a few 
pounds? Y N (Describe.)
Do you weigh yourself often? Y N How often?
When was your la s t  menstrual cycle?
Have you experienced menstrual i r r e g u la r i t i e s  within 
the la s t  th ree  months? Y N (Describe!
I . Bulimia Nervosa
Do you ever binge (rapid consumption of la rge amounts 
of food in a d isc re te  period of time)? What i s  the 
daily  course of your binge eating? (Describe a l l  
covert and overt events th a t usually occur p rio r to , 
during, and a f te r  a binge.)
Do you ever feel as though you have overeaten when you 
eat small portions of ce r ta in  fatten ing  foods?
Y N (Describe)
When did you f i r s t  begin to  have problems with binging
Are there  any fac to rs  which appear to  increase or 
decrease the frequency of binge eating?
Do you feel out of control p rior to  or during a 
binge? Y N Do you feel hungry prior to  a binge?
Y N (Describe)
Do you purge a f te r  meals or a f te r  a binge? Y N
Do you vomit? Y N How often per day/week?
Do you use laxatives?  Y N How often , what type?
Do you use d iu re t ic s?  Y N How often, what type?
Do you use ap pe tite  suppressants? Y N 
How often, what type?
Do you often go on s t r i c t  d ie ts?  Y N 
How often , what type?
Do you engage in vigorous exercise? Y N 
How often, what type?
When did you f i r s t  begin to  purge?
Are there  any facto rs  which appear to  increase or 
decrease the frequency of purging?
How often does the binge eating occur?
How long have you been binging at le a s t  twice per week?
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How often does the binge-purge cycle occur?
IV. Compulsive Overeating
1. If  you bingef what types of food do you ty p ica lly  eat?
2. Do you binge alone/in  sec re t?  Y N (Describe)
3. What emotions ty p ica lly  precede a binge?
4. Do you often attempt to  d ie t in order to  lose weight? 
(Describe)
5. Have you had frequent weight fluc tuations  greater than 
ten pounds in the past few years? Y N (Describe)
6. Do you consider your eating to  be abnormal? Y N
Do you feel th a t  you have control over your eating?
Y N (Describe)
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7. How do you feel during and a f te r  a binge episode? 
(Describe)
8. Are you s a t is f ie d  with your current weight? Y N 
If  Nor what i s  your goal weight?
RATING SCALE FOR THE IDED
I . Anorexia Nervosa
1. Refusal to  maintain appropriate weight for height
1 2 3 4 5 6 7
Accepts P refers Prefers Pr e f er s P refers Prefers P refers
normal 57 107. 157. 207 257. > 257
weight below below below below below below
normal normal normal normal normal normal
weight weight weight weight weight weight
2. Intense fear of weight gain
1
No
Px
2
Minimal
Px
3
Minimal
Fear
4
Moderate
Fear
5
Strong
Fear
6
Intense 
F ear
7
Morbid
Fear
3. Body image disturbance: Feels
not s ig n if ic a n t ly  overweight
"fa t"  even thought
■ a ■ • m • m
1 2 3 4 5 6 7
Never Occasionally After After Most Almost All
when eat i ng eating of a l l of
"stuffed" meals small the of the
amounts time the
time
time
4. Amenorrhea
1 2
Very Slight
Regular Irreg ­
u la r i ty
3
Mi ssed 
2
cycles 
la s t  £ 
mos.
4
Missed
3
cycles 
la s t  6 
mos.
5
Mi ssed 
4
cycles 
la s t  6 
mos.
G
Missed
5
cycles 
la s t  & 
mos.
7
Mi ssed 
6
cycles 
la s t  6 
mos.
TOTAL SCORE
I I .  Bulimia Nervosa
1. Recurrent binge eating episodes
1 2 3
Never In fre— In fre—
binges quent quent
and but
small large
m m
4 5
Frequent Frequent 
and including
large binges
and
forbidden
foods
■ m
6 7
Very Very
fre— fre -
w/ w/
only binges + 
large forbidden 
binges foods
2. Feeling of lo ss  of control during binge eating
Always
in
control
2
Rare
loss
of
control
3
Occa­
sional
loss
of
control
Frequent 
loss of 
control
5
Usually 
out of 
control
6
Almost 
always 
out of 
control
7
Never
in
control
Purgative behavior
1 2 3 4 5 6 7
None Purges Purges Purges Purges Purges Purges
1—2 1 time/ 1—3 1—2 3-6 1 or more
tim es/ 3 mos. tim es/ tim es/ tim es/ tim es/
year month week week day
4. Frequency of binge eating
1 2  3 4
Rarely Occurs 1-4 5-8
occurs a few tim es/ tim es/
tim es/ month month
year
5 6
2-3 4-6
tim es/ tim es/ 
week week
7
Occurs 
da ily  
or almost 
dai ly
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5. Overconcern with body shape and size
■ ■ • ■ • ■ •
1 2 3 4 5 6 7
No Minimal Some Moderate Preoc­ Preoc­ Preoc­
over- concern preoc­ degree cupied cupied cupied
concern cupa­ of pre- most almost al 1 of
tion occupa­ of the a l l  of the
tion time the
time
time
TOTAL SCORE
I I I .  Compulsive Overeating
1. Frequency of recurrent binge eating episodes
■ ■ ■ ■ * ■ •
1 2 3 4 5 6 7
Never In fre ­ In fre ­ Fre­ Frequent Very Very
binges quent quent quent including f re ­ fre ­
and but and binges + quent quent
smal 1 large large forbidden
foods
w/
only
large
binges
w/
binges +
forbidden
foods
2. Consumption of h igh -ca lo rie f eas ily  ingested food 
during a binge
• ■ ■ • m
1 2 3 4 5 G 7
No Minimal Moderate Binges Binges Binges □vereats
binges overeat overeat on on exclu­ a t  meals
of of normal normal sive ly and
normal normal foods and on binges
foods foods h i—cal 
foods
h i-ca l 
foods
only on 
h i-ca l 
foods
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3. Inconspicuous eating during a binge
•  a m a a a a
1 2 3 4 5 6 7
No Prefers Overeats Binges Binges Rarely Binges
binges to  eat with wi th at binges only
with friends few home with when
friends or peopl e alone anyone alone
or family with e lse
family others present
in
house
4. Repeated e f fo r ts  at: d ie ting
a a
1 2
a
3
a
4
a
5 6 7
Never Diets Diets Diets Diets Diets Diet 5
d ie ts  1-2 3-4 5-6 every almost al 1 of
tim es/ times/ tim es/ month every the
year year year week time
S. Frequency <of recurrent binge eating  episodes
1 2
a
3
a
4 5
a
6
a
7
Never Bi nges Binges Binges Binges Binges Usual1y
binges le ss once about 3-6 once binges
than per twice t  imes per more
once week per per day than
per week week once per
month day
6. Frequent weight f lu c tu a ti ons greater than 10 lbs.
a ~ " ' a a a a “  a
1 2 3 4 5 6 7
None Minimal Few F ew Many Few Many
wt . 1-9 io 10 10-20 10-20
flue. lb . lb . lb . lb . lb.
flue. flue. flue. f lu e . flue.
1 20
Absence of purgative behavior
1 2 3 4 5 6 7
D iets/ D iets/ D iets / D iets/ D iets/ Diets None
Purges Purges Purges Purges Purges occa-
daily  weekly monthly 3-4/ 1-2/ s iona lly
year year
S. Realization th a t eating pattern  i s  abnormal/ 
out of control
1 2 3 4 5 6 7
No Minimal Occa— Fre— Fre— Fre— Extre-
px px sional quent quent quent mely
mild mild mod— intense f re -
feelings feelings e ra te  feelings quent
feelings and
intense
feelings
9. Depressed mood and self-deprecating  thoughts 
a f te r  a binge
s e e  •  «  ■  *
1 2 3 4 5 6 7
No No Minimal Modest Moderate Severe Extreme
binges depr. depr. depr. depr. depr. depr.
post-  post— post— post— post— post-
binge binge binge binge binge binge
10. Body s ize  d is sa t is fa c t io n
. « • • ■ ■
1 2 3 4 5 6 7
Never Occasional After After Most A1most All
when eat i ng eat i ng of al 1 of of
stu ffed meals smal 1 the the the
amounts time time time
of food
TOTAL SCORE
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INTERVIEW FOR DIAGNOSIS OF EATING DISORDERS: 
TEST-RETEST RELIABILITY COEFFICIENTS
Item # r Coefficient Item # r Coefficient
1
1 Anorexia Nervosa Compulsive Overeater |
1
1
Ratings Ratings |
I
1 1 
I
.96 1 .87 J
1
1 2 
■
.95 2 .85 |
l
1 3
i
.91 3 .95 1
l
1 4 
■
.97 4 .90 |
■
1-----------
■
5 .87 |
l
1 Bulimia Nervosa 6 .93 |
1 Ratings
1 7 ■ 97 |
1 1 .94
1 8 .88 |
1 2 .95
1 9 .96 |
1 3 .99
1 10 .94 |
1 4
I
.99
B
1 5 .95
1
1
TOTAL RATINGS |
1
1
1
AN* .87 |
1
1
■
BN* .94 |
1
1 CO* .94 |
1----- ------------------ -- _____.__________ 1
*AN=Anorexia Nervosa; BN-Bulimia Nervosa; CO=Compulsive 
Overeater
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INTERVIEW FOR DIAGNOSIS OF EATING DISORDERS:
VALIDITY
Anorexia Bulimia Compulsive
Assessment Nervosa Nervosa Overeater
Instrument Total Total Total
BIA CBS** -.11 .21 .47*
BIA IBS** -.41* -.11 . 11
EDI DFT** .56* .57* . 55*
EDI BU** .43* .62* .60*
EDI BD** . 10 .30 .48*
EDI IN** . 18 .30 .40*
EDI P** .28 .24 . 19
EDI ID** .29 .38* .40*
EDI IA** . 3B* .30 .42*
EDI MF** .32 .20 . 12
♦E. < -01
**BIA CBS=Body Image Assessment Current Body Size;
BIA IBS=Body Image Assessment Ideal Body Size; EDI DFT= 
Eating Disorders Inventory Drive for Thinness; EDI BLN 
Eating Disorders Inventory Bulimia; EDI BD- Eating 
Disorders Inventory Body D issa tis fac tion ; EDI IN=
Eating Disorders Inventory Ineffectiveness; EDI P= 
Eating Disorders Inventory Perfectionism; EDI ID=
Eating Disorders Inventory Interpersonal D is tru st;
EDI IA-Eating Disorders Inventory Interoceptive 
Awareness; EDI MF=Eating Disorders Inventory 
Maturity Fears
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Copyrighted materials in this document have 
not been filmed at the request of the author. 
They are available for consultation, however, 
in the author* s university library.
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130-136, Appendix 5 - Bulimia Test (BULIT)
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EATING QUESTIONNAIRE-REVISED
NAME:     DATEs
D irections! In the space provided, ind icate  the le t t e r  of
the answer th a t best describes your eating behavior.
_______ 1. How often do you binge eat?  Cal seldom; Cbl once
or twice a month; Cel once a week; Cdl almost 
every day; Cel every day.
_______ 2. What i s  the average length of a binging episode:
(a) le s s  than 15 minutes; Cbl 15-30 minutes;
Cel 30 minutes to  one hour; Cdl one hour to  
two hours; Cel more than two hours. Please 
ind ica te  length of episode: _____________________.
  3. Which of the following statements best applies to
your binge eating? (a) I don 't eat enough to  
s a t i s fy  me; (b) I eat u n ti l  I 'v e  had enough to 
s a t is fy  me; Cel I eat u n ti l  my stomach fee ls  fu l l ;  
Cd) I eat un til  my stomach i s  pain fu lly  fu l l ;
Cel I eat u n til  I c a n 't  eat anymore.
_______ 4. Do you ever vomit a f te r  a binge? Cal never;
Cbl about 25% of the time; Cel about 50% of the
time; Cdl about 75% of the time; Cel about 100% of
the time.
_______ 5. Which of the following best applies to  your
eating behavior when binge eating? Cal I eat 
much more slowly than usual; Cbl I eat somewhat 
more slowly than usual; Cel I eat a t about the 
same speed as I usually  do; Cdl I eat somewhat 
fas te r  than usual; Cel I eat very rapidly.
_______ 6. How much are you concerned about your binge
eating? Cal not bothered a t a l l ;  Cbl bothers me a 
l i t t l e ;  Cel moderately concerned; Cdl a major 
concern; Cel the most important concern in my 
l i  fe.
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7. Which best describes the control you feel over 
your eating during a binge? (a) never in control; 
Cbl in control about 25% of the time; Cel in 
control about 50% of the time; Cdl in control 
about 75% of the time; Cel always in control.
8. Which of the following describes your feelings 
immediately a f te r  a binge? (a) I feel very good; 
Cbl I feel good; Cel I feel fa i r ly  n e u tra l , not 
too nervous or uncomfortable; Cdl 1 am moderately 
nervous and/or uncomfortable; Cel I am very 
nervous and/or uncomfortable.
9. Which most accurately  describes your mood 
immediately a f te r  a binge? Cal very happy;
Cbl moderately happy; Cel neu tra l;  Cdl moderately 
depressed; Cel very depressed.
10. Which of the following best describes the 
s i tu a tio n  in which you ty p ica lly  binge?
Cal always completely alone; Cbl alone but around 
unknown o thers Ce.g.r res tauran t 1; Cel only 
around o thers who know about my binging; Cdl only 
around friends and family; Cel in any s i tu a tio n .
11. Which of the following best describes any weight 
changes you have experienced in the la s t  year?
Cal 0-5 lbs; Cbl 5-10 lbs; Cel 10-20 lbs;
Cdl 20-30 lbs; Cel more than 30 lbs.
12. On a day tha t you binge, how many binge episodes 
ty p ica lly  occur during th a t day? Cal 0; Cbl 1; 
Cel 2; Cdl 3; Cel 4 or more.
13. How often do you use r e s t r i c t iv e  d ie ts / f a s ts ?
Cal never; Cbl 1 time per month; Cel 2 times 
per month; Cdl 1 time per week; Cel almost 
always.
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14. How often do you use laxa tives  to  lose weight? 
(a) never; (b) 1—3 times per month; (c) 1 time 
per week; (d) 1 time per day; (e) more than 1 
time per day. (Please ind ica te  frequency 
 ).
15. How often do you use d iu re t ic s  to  lose weight? 
(a) never; (b) 1-3 times per month; (c) 1 time 
per week; (d) 1 time per day; (e) more than 1 
time per day. (Please ind ica te  frequency
1.
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LOUISIANA STATE UNIVERSITY
CONSENT FORM FOR EATING DISORDERS RESEARCH
I ,  , v o lu n ta r i l y
consent to  p a r t i c i p a t e  in the Eating Disorders Research 
program d ir e c te d  by Donald A. Williamson, Ph.D.. This 
r e s e a r c h  in v o lv e s  both  normal and ea t in g  d iso rdered  
individuals. Therefore, provision of my consent does not 
imply th a t  I have problems r e l a t e d  to  e a t in g .  By my 
s ignature,  I agree to  p a r t ic ip a te  in the research 
a c t i v i t i e s  indicted below and to  allow data perta ining to 
me to  be rep o r ted  in s c h o la r ly  p u b l ic a t io n s ,  scholarly  
meetings, or in educational programs re la ted  to  the  Eating 
Disorders Research p ro jec t .  I understand that  my id en t i ty  
will remain anonymous and that my name will not be used in 
any pub l ica t ions  or presentat ions which are derived from 
t h i s  r e s e a r c h .  The a c t i v i t i e s  in  which I a g re e  t o  
p a r t ic ip a te  are those checked below:
1. Clin ical interviews
2. Height and weight measurement
3. Psychological te s t ing
4. Assessment of therapy outcome
5. Assessment of depression
6. Body image assessment
7. Group therapy
8. Individual therapy
9. Self monitoring of eating
10. Survey of oral habits
All of my questions have been answered and I understand 
th a t  I may withdraw from th e  re se a rc h  pr’o je c t  without 
penalty at  any time.
Signature Date
Signature Date
APPENDIX 9
147
Body Imago Assessment S ilhoue ttes
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EATING DISORDERS DIAGNOSTIC INVENTORY
DATE
NAME AGE
RACE DATE OF BIRTH
WEIGHT HEIGHT
ADDRESS______
TELEPHONE___
REFERRED BY
1. How much are  you concerned about your binge eating?
(a) don 't  binge e a t r or not bothered a t  a l l
Cbl bothers me a l i t t l e  
Cel moderately concerned 
Cdl a major concern
Cel the most important concern in my l i f e
2. Do you ever vomit during a binge?
Cal never
Cbl sometimes 
Cel usually 
Cdl almost always 
Cel always
3. I am s a t i s f i e d  with my eating pat terns .
Cal agree
Cbl neutral
Cel disagree a l i t t l e
Cdl disagree
Cel disagree strongly
4. Other people think I am too th in .
Cal always
Cbl frequently
Cel often
Cdl sometimes
Cel ra re ly  or never
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5. My menstrual cycle occurs once a month,
(a) always
(b> usually
(c) often
(d) sometimes 
(e> never
Not appl icabley due to  (check one) 
 male
  hysterectomy
  other (please explain)
6. How many binge episodes typ ica l ly  occur during any one
day?
(a) 0
(b) 1
(c) 2
(d) 3
(e) 4 or more (please indicate  frequency i f  greater
7. I feel tha t  food controls  my l i f e .
(a) always
(b) almost always
(c) frequently
(d) sometimes
(e) seldom or never
8. How often do you use d iu re t ic s?
(a) never
(b) sometimes
(c) usually
(d) almost a]ways
(e) always
9. I have t r i e d  to  lose weight by fasting  or going on 
"crash" d ie ts .
(a) not in the past year
(b) once in the past year
(c) 2—3 times in the past year 
<d) 4—5 times in the past year
(e) more than 5 times in the past year
10. Which of the following describes your feelings a f te r  a 
binge?
(a) I don't  binge eat 
(b> 1 feel OK
(c> 1 feel mildly upset with myself
(d) I feel quite  upset with myself
(e) I hate myself
than 4
1 5 2
11. How often do you vomit a f t e r  eating in order to  lose 
weight?
Ca) le s s  than once a month or never
Cb) once a month
Cc) 2-3 times a month
Cd) once a week
Ce) 2 or more times a week
12. I eat a lo t  of food when I'm not even hungry.
Ca) very frequently
Cb) frequently 
Cc) occasionally 
Cd) sometimes 
Ce) seldom or never
13. How often do you use r e s t r i c t i v e  d ie t s / f a s t s ?
Ca) never
Cb) sometimes 
Cc) usually 
Cd) almost always 
Ce) always
14. I give too much time and thought to  food.
Ca) always 
Cb) very often 
Cc) often 
C d) somet i mes 
Ce) never
15. My la s t  menstrual period was:
Ca) within the la s t  month
Cb) within the past 2 months
Cc) within the past 4 months
Cd) within the past 6 months
Ce) not within the past £ months
1G. My eating pat te rns  are d i f fe ren t  from eating patterns  
of most people.
Ca) always
Cb) almost always
Cc) frequently
Cd) sometimes
Ce) seldom or never
Not applicable,  due 
to  Cplease check):
 male
  hysterectomy
other
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17. I take laxat ives :
(a) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) ra re ly  or never
18. What i s  the  most weight you've ever lo s t  in one month? 
Ca) over 20 pounds
Cb) 12—20 pounds
Cc) 8-11 pounds
Cd) 4-7 pounds
Ce) le s s  than 4 pounds
19. Do you believe that  i t  i s  eas ier  for you to  vomit 
than i t  i s  for most people?
Ca) yes, i t ' s  no problem at a l l  for me
Cb) yes, i t ' s  easier
Cc) yesr i t ' s  a l i t t l e  easier
Cd) about the same
Ce) no, i t ' s  le s s  easy
20. Would you presently  ca l l  yourself a "binge ea ter"?
Ca) yes, absolutely
Cb) yes
Cc) yes, probably 
Cd) yes, possibly 
Ce) no, probably not
21. I think about burning up ca lo r ies  when I exercise:
Ca) always
Cb) frequently 
Cc) often 
Cd) sometimes—
Ce) ra re ly  or never
22. One of your best friends suddenly suggests that 
you both eat a t  a new res taurant  buffet tha t  n ight. 
Although you'd planned on eating something l igh t  at 
home, you go ahead and eat out, eating qui te  a lo t  
and feeling uncomfortably fu l l .  How would you feel 
about yourself on the  r id e  home?
Ca) f ine, glad I 'd  t r i e d  that new restaurant  
Cb) a l i t t l e  reg re t fu l  tha t  I 'd  eaten so much 
Cc) somewhat disappointed in myself 
Cd) upset with myself 
Ce) t o t a l l y  disgusted with myself
1 5 4
23. Do you ever eat uncontrollably to  the point of s tu ffing  
yourself ( i . e . , go on eating binges)?
(a) once a month or less
(b) 2-3 times a month
(c) once or twice a week
(d) 3—6 times a week
(e) once a day or more
24. I feel sad or blue a f te r  eating more than I ’d 
planned to  ea t .
(a) always
(b) almost always
(c) frequently
(d) sometimes
(e) seldom, never, or not applicable
25. I eat u n t i l  I feel too t i r e d  to  continue.
(a) at leas t  once a day
(b) 3—6 times a week
(c) once or twice a week
(d) 2-3 times a month
(e) once a month or less  (or never)
26. I feel tha t others would prefer i f  I a te  more.
(a) always
(b) frequently
(c) often
( d ) somet i mes
(e) ra re ly  or never
27. I wake up early  in the morning.
(a) always
(b) frequently
(c) often
(d) sometimes 1
(e) rare ly  or never
28. Most people I know would be amazed i f  they 
knew how much food I can consume at  a s i t t i n g .
(a) without a doubt
(b) very probably
(c) probably
(d) possibly
(e) no
1 5 5
29. I feel extremely g u i l ty  a f t e r  eating.
(a) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) ra re ly  or never
30. I am t e r r i f i e d  about being overweight.
Ca) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) rare ly  or never
31. I suffer from constipation.
Ca) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) ra re ly  or never
32. I p a r t icu la r ly  avoid foods with a high carbohydrate 
content.
Ca) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) rare ly  or never
33. I enjoy try ing new rich  foods.
Ca) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) ra re ly  or never
34. I avoid eating when 1 am hungry.
Ca) always
Cb) frequently
Cc) often
Cd) sometimes
Ce) ra re ly  or never
1 5 6
35. Uhat i s  the most weight you've ever gained in 
one month?
(a) over 20 pounds
Cb) 12—20 pounds
Cc) B-ll pounds
Cd) 4—7 pounds
Ce) less  than 4 pounds
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PSYCHOMETRIC TERMINOLOGY* 
GOTTESMAN & PRESCOTT (1389)
In the following d e f in i t ions ,  the term "bulimia" will 
be used to  demonstrate the use of these terms regarding 
individuals in a defined group in t h i s  study. The term 
"individuals" will be used to  indicate  a l l  subjects  in 
the study.
Results of c la s s i f ic a t io n  decisions can be summarized 
in a contingency tab le  as i l l u s t r a t e d  below:
Actual Diagnosis
Non—
Bulimic Bulimic
Test Positive e f e+f=+
Classi f ica t ion
Negative g h g+h=-
e+g=A f+h=B
where e, f, g, and h are raw values and sum to  N, the 
number of a l l  subjects  in the to ta l  sample.
False +  Rate = f/N, the proportion of non-bulimics 
c la s s i f ie d  bulimic by a t e s t .
False — Rate = g/Nf the proportion of bulimics 
c la s s i f ie d  non-bulimic by a t e s t .
Overall Accuracy = (e + h)/Nv the proportion of a l l  
individuals correc tly  c la s s i f ie d  by a t e s t .
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S en s i t iv i ty  = e/Ce + g), the  proportion of bulimics who 
are  c la s s i f ie d  co rrec t ly  by a t e s t .
Speci f i c i t v  = h/Cf + h ) f the  proportion of non-bulimics 
who are c la s s i f ie d  co rrec t ly  by a t e s t .
Posit ive  Predic tive  Power = e / ( e  + f ) f the proportion of 
individuals  c la s s i f ie d  by a t e s t  as bulimic who are 
bulimic.
Negative Predic tive  Power = h/Cg = h), the proportion of 
individuals  c la s s i f ie d  by a t e s t  as non-bulimic who are 
non-bulimic.
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Project:
Di sser t  at i on:
"Assessing body image of binge—purgers, 
binge—ea te rs ,  and normal—eaters :
A psychometric dev ice ."
Chairperson: Donald A. Williamson, Ph.D.
"Body image d is to r t io n  in bulimia nervosa:
An empirical analysis  of current revisions 
of the DSM—I I I . "
Chairperson: Donald A. Williamson, Ph.D.
"The Eating D isorders  Diagnostic Inventory 
(EDDI): The development of a new assessment
instrument."
Chairperson: Donald A. Williamson, Ph.D.
Clinical Experience 
September 198S -
Present: Eating Disorders Program: Assistant
Director and Therapist: Parkland
Hospital, Baton Rouge, Louisiana.
Conduct assessments of eating disordered 
p a t ien ts ,  as well as conduct individual 
and group therapy sessions with 
inpa t ien ts ,  outpat ients ,  and families of 
p a t ien ts  with eating disorders.  Also, 
give ta lk s  to  the community and school 
groups on the etiology and treatment of 
eating disorders. Have developed an 
eating disorders treatment program for 
children who are obese (32 hours/week). 
Supervisor: Donald A. Williamson, Ph.D.
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September 1988 — 
Present:
September 1987 -  
August 19BB:
March 1986- 
August 1987:
Therapist: Talbot Outpatient Center/ 
Family  Therapy C l in ic ,  Baton Rouge, 
Louisiana. Assessment and treatment of 
children, adolescents, and adul ts .  
Treatment of anxiety, depression, 
p h o b i a s ,  e a t i n g  d i s o r d e r s ,  p o s t -  
traumatic s t r e s s  d isorder, adult 
children of a lcoholics,  and personali ty  
d isorders.  Emphasis on cognitive and 
behavioral techniques (20 hours/week). 
Supervisor: Donald A. Williamson, Ph.D.
I n t e r n s h i p :  APA ap pro ved ,  V e te rans
Administration Medical Center, Long 
Beach, California.  Rotations included 
geropsychology/surgical consultation 
(6 months), pain management treatment 
program (4 months), hemodialysis/sexual 
dysfunction (4 months), neuropsychology 
(6 months), and day treatment program 
for the chronically  mentally i l l  (4 
months).
Director: Richard Hansen, Ph.D.
EatinQ Disorders Therapist: CPC Meadow
Wood Psychiatric Hospital, Baton Rouge, 
L o u i s i a n a ;  P a r k l a n d  P s y c h i a t r i c  
Hospital, Baton Rouge, Louisiana. 
Conducted assessments with eating 
disordered individuals, as well as 
conducted individual and group therapy 
sessions with inpa t ien ts ,  ou tpatien ts ,  
and families of p a t ien ts  with eating 
disorders.  Also, gave ta lk s  to  the 
community and school groups on etiology 
and treatment of eating disorders 
(20 hours/week).
Supervisor: Donald A. Williamson, Ph.D.
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June 1984- 
May 1985:
July 1984- 
June 1985:
Sept. 1983- 
May 1984:
Medical Psychology Trainee: Family
Practice Unit, Earl K. Long Memorial 
Hospital, Baton Rouge, Louisiana. 
Conducted psychological assessments 
and treatment for chi ld ,  adolescent, 
and adult outpat ien ts  referred  
physicians. Worked with chronic pain, 
oncology, family p rac t ice ,  ped ia t r ic ,  
c r i s i s  in tervention, psychiatry and 
surgery pa t ien ts  (20 hours/week). 
Supervisor: Philip  J .  Brantley, Ph.D.
Consultant: Tangipahoa Association for
R e t a r d e d  C i t i z e n s ,  Hammond, LA. 
Conducted in te l l e c tu a l  and adaptive 
assessments for mentally retarded adul ts  
ranging from 20 to  65 years of age.
These adu l ts  were employed a t a 
sheltered  workshop. Also, designed and 
implemented behavior management 
treatment programs at  t h i s  f a c i l i t y ,  as 
well as provided t ra in ing  to  the d i rec t  
care s t a f f  on behavior management 
p r inc ip les  and techniques 
(12 hours/month).
Supervisor: Frank Gresham, Ph.D.
Child Psychology Trainee: Parent
Training Clin ic , Psychological Services 
Center, Louisiana S ta te  University. 
Conducted psychological evaluations and 
individual and group treatment for 
children and th e i r  parents. Topics 
covered included reinforcement 
p rinc ip les ,  problem solving, 
c o n t r a c t in g ,  and communication s k i l l s  
t ra in ing  (20 hours/week).
Supervisor: Mary Lou Kelley, Ph.D.
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Sept. 19B2-
Aug- 1983: Medical Psychology Trainee: Ped ia tr ics
Unit, Earl K. Long Memorial Hospital, 
Baton Rouge, Louisiana. Conducted 
psychological evaluations and treatment 
for both pedia tr ic  inpa t ien ts  and 
outpatients  referred  by physicians 
<20 hours/week).
Supervisor: Mary Lou Kelley, Ph.D.
Sept. 1982—
Aug. 1983: R esearch  A s s i s t a n t : Department of
Psychology, Louisiana S ta te  University, 
Baton Rouge, Louisiana. Partic ipated  in 
c o n d u c t i n g  r e s e a r c h  i n v o l v i n g  
physiological measurement of bulimics' 
responses to  eating, psychopathology of 
bulimia, and heterosocial s k i l l s  
research (30 hours/week).
Supervisor: Donald A. Williamson, Ph.D.
Oct. 1980-
Aug. 1982: Research A ssis tan t: Smoking Clinic,
Veterans Administration Medical Center, 
Department o f  P sy cho logy ,  Jackson ,  
Mississippi. Involved in research 
investigating various methods of smoking 
cessation, as well as the physiological 
e f fe c ts  of smoking. Also, conducted 
individual smoking cessation therapy 
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